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Adult Mental Health Essay
‘The clinical psychologist is both a scientist practitioner and 
reflective practitioner’. Discuss the value and limitations of this
view of the profession.
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INTRODUCTION
Clinical psychologists have been using the scientist-practitioner model for a number of 
years, but recently its applicability has come into question (see John, 1998; Long & 
Hollin, 1997; Martin, 1989; Nathan, 2000; Shapiro, 2002). This essay reflects the history 
of the development of the profession of clinical psychology. It begins by describing the 
scientist-practitioner model, what it is, when it developed and how it is used by clinical 
psychologists; providing examples from my clinical experience. Its value and limitations 
are discussed, mainly from the perspective of the clinical psychologist but consideration 
is given to other groups who are likely to have a view of the profession of clinical 
psychology, including health and social care professionals, NHS management, clients and 
public/media.
In recent years, clinical psychologists have begun to use the reflective-practitioner model 
in conjunction with the scientist-practitioner model as a response to the limitations of the 
scientist-practitioner model (Lavender, 2003). I will describe the reflective-practitioner 
model, what it is, when it developed, how it is used by clinical psychologists and its 
values and limitations.
The final section of this essay considers the value and limitations of the clinical 
psychologist being both a scientist-practitioner and a reflective practitioner. It concludes 
by taking the view that there is much value in the clinical psychologist being both a 
scientist practitioner and a reflective practitioner, but there are elements of clinical 
practice where combining the use of these models is difficult.
A key part of being a reflective practitioner is reflection upon learning and experience. 
Throughout this essay, I will be reflecting upon the issues raised and my experience.
After consultation with a member of the university course team, I have chosen to do this 
by referring to myself in the 1st person. I recognise that this differs from the conventional 
standard of academic writing, but have chosen to write in this way because talking about 
one’s experiences in the 3rd person is not only confusing for the reader, but implies a
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sense of detachment from the writing which seems inappropriate for a clinical 
psychologist writing about their practice.
Reviewing the background material and preparing for this essay has been a valuable 
learning experience for me. At the beginning of the process, I favoured the reflective- 
practitioner model as this fitted with my life and clinical experience. Initially I held the 
view that clinical psychologists tend to be either scientist practitioners or reflective 
practitioners in terms of overall orientation and I was on the reflective practitioner side. I 
saw myself as a ‘people’ person, struggling with the more ‘scientific’ aspects of my role. 
As I read the literature about the scientist practitioner, including the history of how and 
why the model developed, I began to appreciate its importance in the role of the clinical 
psychologist and this led to the construction of an alternative, more practically useful 
definition of the scientist practitioner. This appreciation encouraged a more balanced 
view of the two models and the opinion that clinical psychologists can be both scientist 
and reflective practitioners. I aim to reflect my learning process throughout the essay.
Definition of a clinical psychologist
In my experience, the clinical psychologist in the NHS is likely to perform a number of 
roles. My understanding is that a clinical psychologist works therapeutically with clients 
on both an individual and group basis providing assessments and interventions with the 
aim of reducing psychological distress. He/she is also a consumer and producer of 
research and works closely with other health and social professionals in liaison, 
consultation and teaching. My experience of working of with clinical psychologists has 
informed my view of what clinical psychologists do and therefore my opinion about 
clinical psychologists being scientist and reflective practitioners.
I am currently undertaking my adult mental health placement and will be using examples 
from this field to demonstrate my understanding of the scientist practitioner and 
reflective-practitioner models. Many of the examples will focus upon individual 
therapeutic work with clients because this is where the majority of my experience lies so
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far. I recognise that this is limited and will use my experience to demonstrate the wider 
role of a clinical psychologist where possible.
SCIENTIST-PRACTITIONER MODEL
The concept of the scientist-practitioner model is recognised to have emerged from the 
Boulder conference in 1949; where approximately 70 professionals met to discuss the 
content of clinical psychology training (Barlow, Hayes & Nelson, 1984). The principle 
outcome of the Boulder conference was the agreement that clinical psychologists should 
be trained as both researchers (scientists) and therapists (practitioners) (Baker & 
Benjamin, 2000).
Barlow et al. (1984) defined the scientist practitioner as a clinician or practitioner who 
directly assists people with their problems, based on knowledge developed within his or 
her profession and contributes to collective knowledge, thereby improving practice.
This definition indicates that a scientist practitioner uses scientific theories and research 
evidence to inform practice and uses practice to inform literature and theories. Out of a 
range of definitions of the scientist practitioner, I have chosen the definition above 
because, in my opinion, it best encompasses all the activities of a scientist practitioner.
I will now provide examples from my clinical experience to demonstrate my use of the 
scientist-practitioner model. In my own experience, I have applied principles derived 
from behavioural theory, such as reinforcement and operant conditioning when working 
therapeutically with clients, for example, providing praise and continuing to provide 
praise where the client has completed homework agreed upon in the previous session.
The client 1 earns that when homework is completed they will receive praise and receiving 
praise is pleasurable for the client so the likelihood that they will complete the homework 
increases. This example illustrates how using psychological knowledge and theories can 
lead to a desired outcome in therapy and how knowledge and theories can inform the 
practice of clinical psychologists.
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Similarly, a scientist practitioner uses practice to inform theory. Cognitive Behavioral 
Theory was derived from practice when practitioners noted that using behavioural theory 
alone did not seem to work effectively with some clients (Goldfried & Davidson, 1994). 
The observations began during clinical practice and led to a development of a 
psychological theory. This example demonstrates how practice informs theories.
Although clinical psychologists’ use of the scientist-practitioner model has come into 
question, assumptions of this model are still applied when teaching trainees on clinical 
psychology courses (Kennedy & Llewelyn, 2001). Using my personal experience of 
being a trainee on the course at Surrey University, trainees are required to demonstrate 
knowledge of theory-practice links on assignments and to conduct research in a real life 
clinical practice setting.
Value and limitations of viewing the clinical psychologist as a scientist practitioner
The outcome of the Boulder conference (1949) was influential in the development of 
training and practice of clinical psychologists, although the model took some time to be 
implemented (Huey & Britton, 2002). Over the last 10-20 years, the value of the 
scientist-practitioner model has been debated, as a result of the settings in which clinical 
psychologists are now practicing (see Barlow et al. 1984; John, 1998; Kennedy & 
Llewelyn, 2001; Long & Hollin, 1997; Martin, 1989; Nathan, 2000; Shapiro, 2002; 
Strieker, 2000). This section will discuss the value and limitations of viewing a clinical 
psychologist as a scientist practitioner today.
The ‘scientist’ vs ‘evidence based’ practitioner
Historically, there has been conflict between psychiatrists and psychologists about the 
remit of their roles (Woodworth, 1937). The scientist-practitioner model provides clinical 
psychologists with clarification about their role. Peterson (1982) (cited in Touyz, 1995) 
stated that ‘when a psychiatrist says ‘at least I know medicine’, a psychologist can reply 
‘at least I know science’ (p. 193). Knowing science provides psychologists with an
11
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identity that makes them different from other health and social care professionals. 
Therefore a value of being a scientist practitioner is that it is a defining aspect of a 
clinical psychologist’s role that gives psychologists their identity. In my opinion, science 
is a well-respected profession by the public and so this adds to status and credibility of 
clinical psychologists.
But what does ‘science’ mean for clinical psychologists working today? The definition 
of the term ‘scientist’ has created confusion for some psychologists (Chwalisz, 2003).
My personal view is that when I think about a ‘scientist’ I have an image in my mind of a 
man in a white coat in a laboratory, looking at slides under a microscope. Clearly, this is 
a stereotypical view, but this seems a long way from the role of a clinical psychologist. 
Smail (1978) defined science as having a ‘state of objectivity and a truth out there that 
can be measured’. To be scientific is to be measurable, objective, specific, focused and 
controllable. When viewing science in these terms, activities of a clinical psychologist as 
a scientist practitioner would include psychometric testing and statistical analysis (Hall, 
1983; cited in Kennedy & Llewelyn, 2001). Are clinical psychologists who do not take 
part in these activities not scientist practitioners?
Strieker (2003) proposes a local clinical scientist model stating that
all scientists should be keen observers who are characterised by disciplined 
inquiry, critical thinking, imagination, rigor, skepticism and openness to change in 
the face of evidence (p. 552).
Science here could be implied as the development and testing of hypotheses when 
working with clients and examining the evidence for and against these hypotheses. This 
is the basis of formulation and using this definition of science is likely to mean that all 
clinical psychologists are scientist practitioners, in my experience.
Years ago, when clinical psychologists were involved mainly in psychometric testing a 
more traditional view of science still applied. Nowadays a wider and more ‘modem’
12
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definition of the term ‘scientist’ has been used to incorporate the activities of a clinical 
psychologist currently working in the NHS (Corrie & Callahan, 2000). Chwalisz (2003) 
maintains that the term ‘scientist’ is still confusing and suggests it should be replaced 
with ‘evidence based’ so psychologists are ‘evidence based practitioners’. This argument 
will not be discussed further here, but it brings us neatly onto evidence-based practice.
As defined by Barlow et a l (1984), one of the criteria of being a scientist practitioner is 
the use of research and theories to inform practice. In my experience, clinical 
psychologists develop the ability to select and critically review literature during training, 
which is one of the skills needed to use research and theories to inform practice. This 
skill is of value to the clinical psychologist as a scientist practitioner for a number of 
reasons. The Department of Health (1997) endorses health professionals’ use of evidence 
based practice and having the skill to use and review the evidence base is likely to be a 
selling point for clinical psychologists over other professionals in terms of employability 
in the NHS.
Being able to draw upon research and theories will guide the practice of a clinical 
psychologist and I have found this particularly useful when unsure of how to proceed in 
therapy with a client. Using research and theories to inform practice also provides 
protection for clinical psychologists and clients. It ensures that clinical psychologists ‘do 
not just do anything’ and that they follow the book (Corrie & Callanan, 2001).
In summary, the ability to use and critically review theories and research is of value to 
the clinical psychologist as a scientist practitioner in terms of guiding practice and 
attractiveness to the NHS.
Evaluating interventions and producing research
Barlow et al. (1984) (p. 4) defined three roles as being integral to the scientist practitioner 
model, these were:
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• Consumers of new research findings which will affect practice
• Evaluator of own interventions
• Producing research and communicating findings to the research community
The value of consuming research findings has been discussed above. Other than time 
needed to do this, there seem to be few limitations with this aspect of the scientist- 
practitioner model.
Being an ‘evaluator of own interventions’ can be defined in a number of ways. Many of 
a clinical psychologist’s activities can be defined as being interventions, for example, 
therapy sessions with clients, group work and teaching sessions. In terms of the 
effectiveness of therapy sessions, evaluating interventions may take the form of asking 
clients to complete standardised questionnaires at the end of treatment or for informal 
feedback about how the sessions have gone. Methods chosen are likely to depend upon 
the preferences of the individual psychologist, with the possibility of standardised 
questionnaires being more ‘scientific’ and more aligned with the scientist-practitioner 
approach (Hall (1993), cited in Pilgrim & Treacher, 1992).
The value of evaluating interventions is that it provides an indicator of effectiveness of 
practice for the clinical psychologist. Depending on the nature of the evaluation, it may 
provide information necessary to improve on practice. Depending on access to this 
information, a limitation is the fear that an employer may use this information to measure 
a clinical psychologist’s performance. Evaluation tools may be seen as useful or 
inhibiting to clients.
The final aspect of the scientist-practitioner model as defined by Barlow et al. (1984) is 
that scientist practitioners are producers and communicators of research findings. From 
reviewing the literature, this appears to be the most controversial part of being a scientist 
practitioner (Pilgrim & Treacher, 1992). The literature indicates that some clinical 
psychologists ‘do not undertake research or even read about it’ (Nathan, 2000, p.250). 
Even if research is undertaken, it is unlikely to be published (Martin, 1989; Pilgrim &
14
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Treacher, 1982). In fact, Barlow (1980) (cited in Barlow et al., 1984) found that the 
modal number of publications per clinical psychologist is zero. These findings bring up 
uncomfortable feelings in myself as a trainee. Are we just paying lip service to the 
scientist-practitioner model? Are we taught it during training then never to use it again?
If it is true that the majority of clinical psychologists do not conduct and publish research 
then what are the reasons for this? Lampropoulos et a l (2002) found that clinicians face 
a number of barriers to conducting research that include, a lack of time, lack of research 
funding, limited or no research training, limited motivation for research and research 
limitations as imposed by the naturalistic work setting. Other barriers described include 
knowledge that research proposals need to go through ethics committees (Salkovskis, 
1984, as cited in Pilgrim & Treacher, 1992) and other service commitments being viewed 
as more important (Allen, 1985, as cited in Pilgrim & Treacher, 1992).
Barlow et al. (1984) maintains that selecting suitable samples for conducting research is 
clinical practice is a major difficulty. Randomised Controlled Trials (RCT), said to be 
the ‘gold standard’ in research practice (Chwalisz, 2003), involve carefully selected 
samples to ensure that as many variables are controlled as possible so that generalised 
conclusions can be drawn. For example, a study investigating the effectiveness of CBT 
for generalised anxiety disorder would require a selection of clients with only symptoms 
of generalised anxiety disorder and without comorbid conditions, such as depression.
This is achievable given a well-funded research grant, time and access to many clients.
In daily clinical practice, it is unlikely that there would be enough ‘suitable’ clients to 
meet the strict criteria used in a RCT and hence alternative methodologies would be 
employed in research.
A criticism of the scientist-practitioner model for clinical psychologists is the practicality 
of conducting research in a clinical setting. If a wider definition of research is used, that 
incorporates audit and service evaluation then a greater number of clinical psychologists 
are included in the ‘doing research’ category of the scientist-practitioner model (Pilgrim 
& Treacher, 1992).
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Combining the roles of the ‘scientist’ and the ‘practitioner’
Finally, and perhaps the largest potential limitation of the scientist-practitioner model is 
the question of whether one individual can be both a scientist and a practitioner. The 
Boulder conference (1949) was criticised for providing little practical advice on how to 
combine the roles of the scientist and practitioner and also how to teach the model to 
trainees (Shapiro, 2002; John, 1998). ‘The term scientist-practitioner model does not 
refer to a clearly articulated and coherent description, or representation, of the way in 
which psychology is practiced, should be practiced or even could be practiced’ (John, 
1998, p..24). Chwalisz (2003) stated that training courses teach people to be either 
scientists or practitioners.
Martin (1989) took the argument further stating that it is not possible to combine the roles 
of scientist and practitioner because of their associated personality traits. Is it possible to 
be an effective therapist and an effective researcher? In my opinion, an effective 
therapist requires good people skills, warmth and sensitivity and a researcher needs to be 
a detached observer and these skills do appear to conflict. Perhaps they can be present 
within the same individual and used at different times. In my experience, clinical 
psychologists develop these skills to differing degrees and this will influence their 
effectiveness as a researcher and a therapist. Hence it is questionable whether a clinical 
psychologist can be a scientist practitioner because of the competing skill/personality 
demands of researcher vs therapist. This is a limitation of the scientist-practitioner 
model.
In summary, the values of a clinical psychologist being a scientist practitioner are in 
terms of credibility and status to other professions and the public, attractiveness to 
employers and guidance for practice. Limitations of being a scientist practitioner include 
barriers towards conducting research and the ability to combine the roles of scientist and 
practitioner.
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REFLECTIVE-PRACTITIONER MODEL
Since the 1970s, in response to social demand, psychologists have become increasingly 
involved in delivering therapy (Kennedy & Llewelyn, 2001). It appears that this 
involvement has highlighted some of the limitations of the scientist-practitioner model. 
One of the assumptions of the scientist-practitioner model is that scientific techniques and 
evaluations are applied to human beings to help the management of psychological 
problems. For example, using Cognitive Behavioural Therapy (CBT) with a number of 
psychological problems has been found to be effective (Department of Health, 2001). I 
do not doubt the effectiveness of CBT in some cases, but I have difficulty with the idea 
that using scientific theories and techniques is ‘enough’. To me, human beings seem 
more complicated than ‘apply these techniques (cause) and it will have this effect’. 
Research has shown that the relationship between the therapist and client has the largest 
effect on therapeutic outcome, regardless of the techniques employed (Smail, 1978).
This indicates to me that the therapeutic relationship is more complex and requires more 
than the use of an ‘effective’ psychological model.
As stated above, my experience has taught me to appreciate the value of being a 
reflective practitioner and this affected the literature I read and the style and content of 
this essay. From this point onwards, I am viewing the clinical psychologist as both a 
scientist practitioner and a reflective practitioner. This assumption is a result of the 
development of clinical psychology profession: the scientist-practitioner model was 
adopted first by clinical psychologists and the reflective-practitioner model is used in 
addition. This affects how I have assessed the reflective-practitioner model’s value and 
limitations. This section of the essay will begin with a definition of the reflective- 
practitioner model.
There has been less written about the reflective-practitioner model than the scientist- 
practitioner model. The earliest writings appear to be by Donald Schon, a social scientist, 
in 1983, in a book titled ‘The Reflective Practitioner: how professionals think in action’.
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This book discusses the ways in which professionals reflect upon their experience. Four 
processes have been identified in reflective practice (Lavender, 2003). These are:
• Reflection in action
• Reflection on action
• Reflection about impact on others
• Reflection about self
These processes indicate that reflection can occur about self or others during or after a 
situation. In an example of a clinical psychologist consulting with a community 
psychiatric nurse, the clinical psychologist thinking on his/her feet about what to say 
during the consultation is an example of reflection in action. Reflection on action takes 
place after the consultation is complete and may include thinking about what was said 
during the consultation. The clinical psychologist may then think about how what he/she 
said impacted on the community psychiatric nurse and may reflect upon how he/she 
behaved and what this means about him/her. These examples illustrate that reflection 
involves thinking about practice. To be an effective reflective practitioner is to think 
about practice but also to learn from practice.
It has been proposed that the reflective practitioner differs from the scientist practitioner
in terms of ‘giving equal value to the different sources of knowledge that we utilise in
clinical practice’ (Stedmon, Mitchell, Johnstone & Staite, 2003, p. 30). Therefore, in 
addition to using scientific knowledge and theories, the reflective practitioner is aware of 
and can examine the relationship between him/herself and the client in terms of diversity 
factors (e.g. social or cultural) and feelings that arise within the therapist. To be a 
reflective practitioner necessitates the ability to be open and honest with oneself and a 
willingness to examine uncomfortable feelings. In my experience, there are no ‘right or 
wrong’ or ‘yes or no’ answers when reflecting upon practice and hence reflection also 
necessitates the ability to tolerate the uncertainty of not knowing.
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I will provide an example indicating a situation when I have reflected upon my practice, 
during my therapeutic work with a client of the same sex and age as myself. We met for 
an initial assessment and the client agreed that she was ready to change her behavior and 
we arranged to meet again. The client cancelled subsequent appointments and eventually 
she informed me that she wished to discontinue our meetings. On paper, using the 
evidence from the session, it appeared that the client wanted to change her behavior. I 
assumed that I must have been wrong or the client must have changed her mind about this 
and that she was not ready to change.
I then reflected upon the nature of my relationship with the client and wondered if this 
may have been a factor in her choosing not to start therapy. The client was of the same 
sex and age as me and this creates possible issues of competitiveness and 
inadequacy/inferiority (perhaps on both sides). Alternatively, the client may not have 
been concerned about my age, she may have been concerned about my unqualified status. 
Or there may a completely different explanation. Looking at information from many 
sources is part of being a reflective practitioner and can add to the psychological 
understanding of interactions with clients or colleges.
As with the scientist-practitioner model, clinical psychology training courses endorse and 
are beginning to incorporate the reflective-practitioner model into their teaching 
programmes (Stedmon et a l, 2003). Ways to encourage reflective thinking on training 
courses include keeping a reflective diary, evidence of reflective thinking in assignments, 
reflective discussion groups and personal therapy.
Value and limitations of viewing the clinical psychologist as a reflective practitioner
This section investigates the value and limitations of clinical psychologists being 
reflective practitioners and aims to do this from the perspective of clinical psychologists, 
clients and NHS management.
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Clients as individuals
What the reflective-practitioner model seems to add to the scientist-practitioner model is 
a deeper awareness of the relationship between the psychologist and the client and may 
be beneficial in terms of outcome of therapy. It may also mean that clients feel that they 
are treated as individuals. A well-timed reflection or interpretation to the client may have 
a ‘huge impact on therapy’ (O’Loughlin, 2003, p.25). Use of the reflective practitioner 
model may mean that clients feel listened to and understood. I have no research 
evidence, just observations from my own experience.
Continued professional development
To be a reflective practitioner is to have continued personal and professional 
development arising from learning from practice. To a clinical psychologist who obtains 
job satisfaction from continually learning, he/she will find this aspect of the reflective- 
practitioner model valuable. Continued professional development and improvement on 
practice is likely to add to the attractiveness of clinical psychologists to employers by 
virtue of the fact that clinical psychologists are continually seeking to improve upon what 
they do.
Time and opportunities for reflection
A limitation of being a reflective practitioner is that reflection takes time. Time is 
something that is in short supply working in the NHS. Watching/listening to a tape of a 
session with a client is a method that may be used to encourage reflection (Paula, 2003). 
Opportunities for reflection may take place in supervision however there is a risk that this 
may produce textbook type answers, particularly if the supervisee is feeling the pressure 
of time to discuss other issues in supervision or if the relationship between the supervisor 
and supervisee is not an open one (Paula, 2003). In my experience, it is possible to 
reflect within supervision but this requires a warm, open relationship with the core
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conditions of empathy, respect and congruence being present (Rogers, 1971; cited in 
Smail, 1978).
Paula (2003) has argued that the best time for reflection is when one is not deliberately 
trying to reflect, such as when making a cup of tea or driving from base to base during a 
job. This requires creating space for oneself and being emotionally open to think about 
difficult issues.
Perception of the importance of reflection
It is possible that some people, such as other health professionals, management and some 
clinical psychologists may see reflection as being a bit woolly, so to speak. It may be 
viewed as being touchy, feely and something that is a long way from the more traditional 
days of clinical psychology which were associated with only psychometric assessments 
(Kennedy & Llewelyn, 2001). Typically, a clinical psychologist’s workload is high and 
reflection may be viewed as an activity that is a luxury, like personal therapy. These are 
just my own thoughts and there is no evidence to support this.
Paula (2003) reported that a clinical psychologist could perform their role without the 
need to reflect. However, Skovholt, Ronnestad & Jennings (1997) found that the more 
effective therapists tended to reflect more than the ‘average’ therapists.
To summarise, the value of being a reflective practitioner to a clinical psychologist 
includes a greater awareness of the complexity of factors involved in a relationship, 
possible improved therapeutic outcomes and lifelong development and learning. The 
limitations of being a reflective practitioner are the courage and openness it requires to 
tolerate uncertainty and change practice and the time needed to devote to reflection. In 
‘selling’ clinical psychologists to the NHS and to the public, there are pros and cons of 
being a reflective practitioner. Cons including time and money (of time reflecting and 
financial cost of attending continued professional development type courses) and pros 
that clinical psychology is a profession who continually develops.
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CONCLUSION
There appears to be great value in the clinical psychologist being both a scientist 
practitioner and a reflective practitioner. The clinical psychologist benefits from 
scientific theory and literature and has the ability to reflect upon wider, more individual 
factors in practice. This view assumes that the role of scientist and practitioner can be 
combined and also that clinical psychologists conduct research and there were difficulties 
with these views.
This aside, assuming the clinical psychologist can be both a scientist practitioner and a 
reflective practitioner, the combination of these roles is likely to create difficulties when 
deciding upon how to conduct therapy. For example, does a clinical psychologist place 
more emphasis on the literature or does he/she go on feeling or intuition (something 
defined as the reflective practitioner’s ‘domain’, O’Loughlin (2003))? ‘Self-disclosure in 
therapy may be viewed as taking a risk and being unscientific, but if well judged may 
have a huge impact on clients’ (O’Loughlin, 2003, p. 25). These examples illustrate a 
potential conflict in use of the two models within the situation of a therapy session with a 
client.
Bennett-Levy (2003) summed up the conflict between the two models - ‘reflection is the 
behavioural scientist’s nightmare -  almost impossible to define tightly and well nigh 
uncontrollable’ (p. 16). This argument highlights that the conflict is likely to be greatest 
when a traditional view of science is accepted. As previously discussed, an up to date 
interpretation of the scientist practitioner seems more relevant for clinical psychologists 
practicing today.
For those who may have an opinion of the profession of clinical psychology such as other 
health and social professionals, the public/media and clients/potential clients, the value of 
viewing the clinical psychologist as both a scientist practitioner and a reflective 
practitioner may be the combination of the credibility of using science with a thoughtful 
clinician who treats people as individuals. Benefits for clinical psychologists being both
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types of practitioner include the gaining of a wider perspective and availability of tools to 
use during therapy.
There are difficulties with the definition of the scientist practitioner and the use of this 
model. There are also difficulties with combining the use of both models. It is my 
opinion that overall, it is beneficial for clinical psychologists to aspire to use both models. 
It is likely that individual preferences will mean that people will tend to favour one model 
over another and are likely to develop more effective skills in the use of one of the 
models. However, keeping the advantages of both models in mind and utilising both 
models where appropriate is likely to mean that clients and clinical psychologists get the 
best of both worlds.
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‘How would you assess and evaluate the quality of life for a person
with a learning disability?’
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INTRODUCTION
I have written this essay from the viewpoint of a psychologist working with people with 
learning disabilities. I begin by defining the term ‘learning disability’ and providing a 
brief discussion of the history of learning disabilities’ service provision in this country. I 
then define quality of life (QOL) and discuss why it is a particularly important concept 
for this client group. I go on to describe models of QOL and how it can be assessed and 
evaluated. I have found writing this essay a challenging process due to the conflicting 
views in the literature and my personal and professional feelings about this topic. 
Throughout this essay, I have tried to illustrate this by providing case examples and 
documenting my own thoughts, reflections and dilemmas.
DEFINITION OF LEARNING DISABILITY
The American Association on Mental Retardation (AAMR) (1992) (as cited in Emerson, 
Hatton, Bromley & Caine, 1998) defined mental retardation as:
• ‘substantial limitations in present functioning and
• significantly subaverage intellectual functioning with
• related limitations in two or more adaptive living skills that
• manifest before age 18 years’
There are a number of different terms, other than mental retardation, used to describe 
individuals fulfilling the above criteria and I chose to use the term ‘learning disability’ 
throughout this essay because I felt it had fewer negative connotations.
PERSONAL PERSPECTIVE 
My own experience with client group
I am currently working in a Community Team on my ‘people with learning disabilities’
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placement and this is my first experience of working with this client group. When I think 
about a person with a learning disability, I tend to think about the people I have seen as 
part of this placement, many of whom live in residential homes. I am aware that this is a 
limited perspective, particularly since all the people I have seen are White and British.
My experience will have affected my view on this topic, the papers I have chosen to read 
and the content of my writing and therefore I have aimed to be mindful of this throughout 
the essay writing process.
Choice of essay title
I chose this essay title because of my beliefs about the impact of QOL on emotional and 
physical well being. From personal experience, I know that I have felt happier and more 
satisfied when I have perceived my QOL to be good. When I have perceived it to be 
poor; for example, working long hours in a job that I do not enjoy, my well being 
decreased. From informal conversations with others in the general population, it 
appeared to me that a good QOL is something that people aim to achieve. Research has 
indicated that people with learning disabilities rated ‘having friends’, ‘going out socially’ 
and ‘being independent’ as important factors in their lives (Sandhu, 1996; as cited in 
Hensel, Rose, Stenfert Kroese, & Banks-Smith, 2002) and from my informal 
conversations, this is similar to the desires of people in the general population.
Obviously, people will always differ individually in the aspects of their lives they 
perceive to be important, regardless of whether they have a learning disability or not, but 
it does seem reasonable to assume that having a good QOL is something that is likely to 
be important for all people.
TRADITIONAL BELIEF THAT ‘PEOPLE WITH LEARNING DISABILITIES 
HAVE A POOR QOL’ 
Evidence to support this belief -  research
Traditionally, the QOL of people with learning disabilities has been viewed as poor
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(Emerson, Cullen, Hatton & Cross 1996; as cited in Hensel et al., 2002). ‘A high QOL is 
one in which people receive individually tailored support to become full participants in 
the life of the community, develop skills and independence, be given appropriate choice 
and control over their lives and be treated with respect in a safe and secure environment’ 
(Emerson et ah, 1996; as cited in Hensel et ah, 2002). People with learning disabilities 
did not score highly on these criteria, indicating a poor QOL, according to this definition 
(Emerson et al, 1996; as cited in Hensel et al., 2002).
Evidence to support this belief -  clinical
Whilst working on my current placement, I met clients who, in my view, appeared to 
have a poor QOL. I worked with a man who spent most of his time in his bedroom, did 
not have family or friends to visit him, did not get on well with the other people he lives 
with and suffered from poor physical health. I formed the opinion that his QOL was 
poor, however, I recognised that this conclusion relied on the assumption that he valued 
these factors highly. However, from speaking with him, I knew that he was unhappy with 
his life and that he craved social interaction, which indicated to me that his life conditions 
were affecting his well being.
I have found it personally distressing when I have perceived that a person has a poor 
QOL and I am therefore motivated to try and help that person. I am aware that QOL is 
quite an emotive topic for me and will have affected the approach I have taken to writing 
this essay.
HISTORY OF SERVICE PROVISION FOR PEOPLE WITH LEARNING 
DISABILITIES 
Institutions versus community living
One of the reasons why people with learning disabilities have traditionally been viewed 
as a group who have a poor QOL is related to the conditions in which they live and the
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history of service provision. In the past, the majority of people with learning disabilities 
lived in what were described as institutions or hospitals. There were a number of public 
scandals between 1969 and 1978 that illustrated that not only did people living in these 
institutions have a poor QOL, but that these were often places ‘of profound humiliation 
and stripped individuals of human worth and dignity’ (Felce, 1999). This led to the 
closure of institutions and an expansion of residential placements so that people could 
people live in the community.
Normalisation
The concept of ‘normalisation’ was used to justify why people with learning disabilities 
should be living in the community. Nirje (1970) defined normalisation as ‘making 
available to the mentally subnormal, patterns and conditions of everyday life which are as 
close as possible to the norms and patterns of the mainstream of society’. Residential 
placements were viewed as being closer to the living conditions of the general population 
and thus in theory should improve QOL.
Due to the history of learning disability services, it is particularly important to measure 
the QOL in this client group. If QOL can be assessed and measured, it can be ascertained 
whether changes need to be made to improve the lives of people with learning 
disabilities.
QOL changes when moving to the community
QOL has been measured for some time now and there was much focus on assessing QOL 
where people moved to the community. There is evidence to suggest that some aspects 
of QOL improved where people moved from institutions to the community (Dagnan, 
Trout, Jones and McEvoy, 1996, Hemming, Lavender & Pill, 1981, Schalock, Harper & 
Carver, 1981). However, this research, like all QOL studies, made assumptions 
regarding how QOL should be defined and therefore how it was measured. There have 
been a number of differing perspectives on these areas, which will now be discussed.
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DEFINITIONS AND MODELS OF QOL
Borthwick-Duffy (1992) (as cited in Felce & Perry, 1995) presented three perspectives on 
QOL:
• QOL defined as the quality of one’s life conditions
• QOL defined as one’s satisfaction with life conditions
• QOL defined as a combination of both life conditions and satisfaction
These perspectives differentiated between defining QOL in terms of objective life 
conditions, such as amount of income and number of social interactions a week and 
defining QOL in terms of satisfaction with life conditions or subjective well being, which 
is the person’s view of how satisfied or happy they are with their life. In the case 
example described above, I considered the man’s QOL to be low because of the poor 
quality of his life conditions and his expressed unhappiness with his life. This appears to 
be encompassed by the third perspective where both objective and subjective views are 
considered.
Felce and Perry’s (1995) model of QOL
Felce and Perry adopted Borwick-Duffy’s model, whilst taking account of the importance 
that an individual places on each of the life conditions, a concept that was introduced at 
the beginning of this essay when individual preferences were briefly discussed.
QOL domains
A general consensus appears to have been reached that QOL is comprised of a number of 
domains, although people have disagreed about the exact number. Felce and Perry define 
life conditions in terms of:
• Physical well being
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• Material well being
• Social well being
• Development and Activity
• Emotional well being
Others such as Schalock (2004) and Hatton (1998) proposed eight domains of QOL:
Interpersonal relations 
Social inclusion 
Personal development 
Physical well being 
Self determination 
Material well being 
Emotional well being 
Rights
It appears that these eight domains may be summarised into the five domains above and 
therefore recognition that there are a number of domains, rather than the actual number, 
seems to be more important when defining QOL (Hatton, 1998).
Subjective well being vs satisfaction with life conditions
Felce and Perry maintained that subjective well being is satisfaction with each of the five 
domains. Hughes & Wang (1996) (as cited in Hensel, Rose, Stenfert Kroese, & Banks- 
Smith, J, 2002) broadened this definition by considering subjective aspects of QOL as:
• Satisfaction with aspects of life conditions
• Feelings
• Perception of life
• Personal values and aspirations
• Self-concept
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• Sense of general well being
• Happiness
• Personal dignity
I have used the terms ‘satisfaction with life conditions’ and ‘subjective well being’ 
interchangeably throughout this essay. It is worth remembering though that subjective 
well being has been defined as a wider term, which includes satisfaction with life 
conditions, as well as other concepts such as feelings and happiness.
Importance of life domains and influence of external factors
Felce and Perry’s model takes account of individual preferences in terms of the aspects of 
a person’s life that he/she deems to be important. One example would be if a person was 
less concerned about social well being and more concerned about material well being, 
receiving a pay cut would have more of an effect on his/her overall QOL than a reduction 
in social contact.
Individual preferences are likely to be affected by experience, personality, gender, age 
and cultural background, amongst other factors. From informal conversations with my 
peers, in my culture, women often perceive marriage and children as being more 
important to their lives than men, although this is not always the case.
Research has suggested that cultures differ in terms of how people choose to define their 
roles in society (Keith & Heal, 1996). People in the United States and United Kingdom 
were found to be more likely to define themselves in ‘independent’ terms such as ‘I am 
kind’ than those from countries, such as Japan, who are more likely to define themselves 
in terms of being ‘interdependent’, e.g. ‘I am a daughter’ (Keith & Heal, 1996). This 
idea related to Wolfensberger’s (1983) notion o f ‘social role valorisation’ in that cultures 
differ in the roles that society value. Cultural factors not only affect the importance 
assigned to different life domains, but also the structure, content and wording of items in 
QOL measurement tools, which will be discussed later.
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Accounting for the factor of ‘importance’, in addition to both objective life conditions 
and subjective well being, is an advantage of this model, in my view.
The last aspect of Felce and Perry’s model uses the proposition that external influences, 
such as age, material inheritance and peer influences have an influence over the entire 
model, for example, as one becomes older, material well being may be more important to 
them.
Personal perspective on definition of QOL
Initially when trying to define QOL, I viewed satisfaction with life as the most important 
factor in QOL. My personal view was that objective life conditions were less important, 
because if a person is unhappy or dissatisfied with his/her life this will lead to a poor 
QOL regardless of his/her actual life conditions. It was my view that satisfaction with 
aspects of a person’s life that he/she weighed as important to him/her comprised QOL.
Research has suggested, however, that there is only a weak relationship between 
satisfaction and objective life conditions and this pattern occurs in people with and 
without learning disabilities (Cummins, 1997). Flanagan (1978) found that there was 
little relationship between wealth and degree of satisfaction with material aspects of life 
and DeStefano & Richardson (1992) found a poor relationship between health and 
perceived health. People with learning disabilities often maintain that they experience 
high satisfaction with their lives, despite living in adverse conditions (Felce, 1996).
One could argue that if a person is happy with their life conditions, despite conditions not 
meeting the minimum of what society would expect as ‘reasonable’, that this is their 
choice and still is a major determinant of QOL. However, reasons for expressing 
satisfaction may be complex, such as a lack of experience of alternative life conditions 
and hence low expectations (Felce & Perry, 1995) or the fear that if the person expresses 
dissatisfaction that he/she will be removed from their home (McKenzie, Murray & 
Matheson, 1999). Therefore, as professionals, if we chose not to measure objective life 
conditions, we would be failing in our duty of care to clients. Similarly, in line with the
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philosophy of normalisation, information about objective life conditions can be used 
when applying for funding to improve services and the lives of people with learning 
disabilities.
On reflection, it seems that both objective and subjective measures of life conditions are 
needed for an adequate measure of QOL. Bearing this in mind, I have used the model 
proposed by Felce and Perry to further discuss how QOL should be assessed and 
evaluated.
ASSESSMENT OF QOL FOR A PERSON WITH A LEARNING DISABILITY 
Measures used to assess QOL
I have discussed the advantages and disadvantages of assessing QOL according to 
different perspectives on QOL. If only objective life conditions were assessed, this 
would fail to take into account a person’s preferences or satisfaction with their life which 
hugely impacts upon their QOL. If only subjective well being were assessed, this would 
fail to protect the needs of some vulnerable adults who were living in poor conditions. It 
would therefore seem appropriate to examine the importance that an individual assigns to 
each of the life conditions, rather than assigning the same weighting to each domain.
This means that individuals need to be asked about what is important in their life as well 
as being asked about satisfaction with areas of life. Assessing QOL is certainly not an 
easy task, how have the researchers in this field suggested it should be done?
Hughes, Hwang, Kim, Eisenman and Killian (1995) conducted a literature review and 
identified 1243 measures of QOL. Some of the tools were designed to measure objective 
life conditions, e.g. ‘QOL Assessment Tool’ (Johnson & Cocks, 1989; as cited in 
Cummins, 1997), some to measure subjective well being, e.g. ‘Lifestyle Satisfaction 
Scale’ (Heal & Chadsey-Rusch, 1985) and some to measure both, e.g. ‘QOL 
Questionnaire’ (Schalock & Keith, 1993; as cited in Cummins, 1997) and 
‘Comprehensive QOL Scale’ (Cummins, McCabe, Romeo & Gullone, 1994).
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It is worth noting here that measures of QOL differ according to the culture in which they 
were developed and that I have reviewed measures developed in a Western society for 
this essay.
Assessing objective life conditions
How to assess objective life conditions
Assessing objective life conditions involves collecting and measuring factual information 
about a person’s life circumstances, such as standard of accommodation, how he/she 
spends his/her time and how much social interaction he/she has and this information is 
often in the form of frequencies or counts (Cummins, 1997). Checklists and 
questionnaires are used to facilitate the collection of this information, such as the ‘QOL 
Assessment Tool’, (Johnson & Cocks, 1989, as cited in Cummins, 1987). Research has 
suggested that although there are many measures of objective life conditions, they tend to 
be similar in their content indicating that researchers can be confident that the tool they 
select is similar to other tools measuring objective life conditions (Perry & Felce, 1995a; 
Perry & Felce, 1999b).
Methods employed to complete questionnaires measuring objective life conditions 
include observation of client or carers in the residential or day care environment (see 
Dagnan, et al., 1996) and review of staff diaries (see Rose, 1998). Carers and clients may 
be asked questions to aid completion of a checklist, e.g. ‘how many days do you go to the 
day centre?’ and the assessor may make judgements about the QOL of the client 
him/herself (Dagnan et ah, 1996). Assessing objective life conditions of a client relies on 
being able to access accurate and up to date information.
Assessing subjective well being
How to assess subjective well being
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Assessing subjective aspects of QOL, by definition, involves asking the client about 
his/her opinion about their life circumstances and hence structured or semi-structured 
questionnaires tend to be used. There have been a number of problems identified with 
using subjective measures of QOL that affect the reliability and validity of the 
information generated.
Acquiescence bias
The client has to possess the necessary verbal abilities to be able to comprehend the 
questions being asked and to respond appropriately. The very nature of a learning 
disability may make this less likely, to varying degrees. This may lead to people not 
being able to provide answers to questions or just providing the answer they think the 
interviewer wants, known as ‘acquiescence’.
Research has suggested that the tendency to acquiesce is very common amongst people 
with learning disabilities (Budd, Sigelman & Sigelman, 1981). As a person working in 
this area, I have experienced a client who agreed with me in order to please me, as 
opposed to saying what he really thought. However, recent research has suggested that 
people with learning disabilities can disagree with the interviewer and are starting to 
speak for themselves more, than they have done so as a group, historically (Rapley & 
Antaki, 1996). It is recognised that this may be a recent general trend and there are 
therefore still individuals who acquiesce, but this may not be so different to the general 
population. In my opinion, many people have agreed with someone in a position of 
power, such as a GP or work supervisor, because they were too intimidated to answer 
truthfully, felt there was not the opportunity to do so or simply to make their own life 
easier. People with learning disabilities are surrounded by people who have more power 
than they do, such as staff and carers, so it is not surprising that a tendency to acquiesce 
has been identified in this group.
It is hoped that government guidelines in documents such as ‘Valuing People’ 
(Department of Health, 2001) have had an influence over how professionals behave
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towards people with learning disabilities. In line with government recommendations, it is 
hoped that people with learning disabilities are feeling more empowered and more able to 
make choices and to speak their mind. If this is the case, we can have more confidence in 
the validity of subjective measures of QOL.
Clients with non verbal communication
Being mindful of the tendency to acquiesce is important when considering the validity of 
subjective measures. However, what may be more salient is when the person does not 
have the verbal skills to respond to questions at all. Some measures use pictures such as 
happy and sad faces, so that if the person needs to communicate non-verbally he/she can 
point at pictures to indicate their opinion (Money & Collins, 1999). Other measures have 
chosen to exclude those who do not have the cognitive understanding and the verbal 
abilities to comprehend and respond appropriately to the questions. In practice, this has 
often meant that only the QOL of people with mild/moderate learning disabilities with 
good verbal skills have been included (Money & Collins, 1999).
The impact of this rationale is that a large section of the population, particularly those 
with severe learning disabilities, are not having their views taken into account. 
Researchers who have wanted to include people with more severe learning disabilities 
have used methods including observation of the client and asking those who know the 
client well, such as staff or carers, to represent his or her views (Money & Collins, 1999). 
There are problems with this approach, as it is not possible for one person to know 
exactly how another person feels and there is some thought that assessing QOL using this 
approach should be abandoned completely (Hatton, 1998). Using at least two persons’ 
views about client satisfaction may serve to increase validity of the assessment (Money & 
Collins, 1999).
Satisfaction with life conditions as a constant
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It has already been discussed that satisfaction with life conditions is not necessarily 
related to objective life conditions (DeStefano & Richardson, 1992; Flanagan, 1978). 
Research has suggested that a person’s satisfaction with their life conditions remains at a 
constant level, throughout his/her life, regardless of what has happened in his/her life 
(Hatton, 1998) due to the assumption that it was personality that affected well being 
(Costa, McCrae & Zonderman, 1987). If satisfaction with life conditions remains 
constant, this implies that the most important aspect of QOL to measure is objective life 
conditions as changes in conditions would be the factor that changed QOL. However, 
there is conflicting research in this area, some studies indicated that events that occurred 
within the previous three months affected subjective well being (Suh, Diener & Fujita, 
1996) and others suggested that events across the life span influenced well being 
(Headley & Wearing, 1989). Since there appears to have been no clear consensus 
regarding the stability of subjective well being, I am of the opinion that satisfaction with 
life conditions should continue to be included in a QOL assessment.
Assessing subjective well being as an invasion of privacy
Hatton (1998) presented an interesting, but controversial view, that asking a person about 
their well being was an invasion of their privacy and gave professionals a licence to 
interfere in people’s lives. Hatton’s (1998) argument was that as professionals, we do not 
feel we have the right to intervene in people’s lives in the general population, whose 
QOL may be poor, for example, those who drink too much or eat too much. I have 
sympathy for the view that it should be an individual’s choice to ask for help if he/she 
needs it and this is in line with choice being central to the ‘Valuing People’ government 
document (Department of Health, 2001). However, from my own experience, I know 
that people with learning disabilities, especially those living in residential homes, are 
reliant on professionals and the services around them and often feel unable to ask for 
help. This presents a dilemma as to whether or not we should intervene to help those 
who may find it difficult to ask for help. Perhaps the best we can do is via education and 
letting the client know what help is available and enabling the person to feel empowered 
to ask for help should he/she feel they need it.
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Summary of the difficulties in QOL assessment
There are numerous difficulties in using subjective measures when assessing the QOL of
people with learning disabilities.
• Subjective measures ask the client questions about satisfaction with life and this 
requires the client to be able to comprehend and answer questions appropriately 
and feel able to respond truthfully, without fear of being removed from their 
home, for example (McKenzie et ah, 1999). Research has shown that using 
forced choice questions in conjunction with open-ended questions can increase 
validity and that using visual representations can reduce acquiescence (Stenfert 
Kroese, Gillott & Atkinson, 1998).
• It may be the case that some measures of QOL are unsuitable for those with more 
severe learning disabilities and so, as discussed, alternative measures need to be 
considered.
• Satisfaction with life conditions is an interesting concept that often appears far 
removed from actual life conditions, but this does not mean it does not affect 
QOL and should not be measured.
• We need to be respectful of clients’ wishes and their right to privacy.
Particularly in relation to measuring objective life conditions:
• We need to be confident that data sources are accurate and up to date.
Summary of assessment of QOL
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Adopting Felce and Perry’s (1995) model, objective life conditions, subjective well being 
and importance of each of the conditions to the individual, need to be assessed to obtain a 
measure of QOL. Problems have been identified and these need to be borne in mind 
when measuring QOL.
EVALUATION OF QOL FOR A PERSON WITH A LEARNING DISABILITY
Reviewing the evidence above, it may not be advisable to assume that a reliable and valid 
assessment of QOL has been carried out. If we do believe we have grounds for assuming 
that our assessment is valid and reliable, this information can be used to evaluate the 
QOL for a person with a learning disability. This essentially means making a judgement 
regarding how a good a person’s QOL is. This could be done by examining how an 
individual scores on each of the aspects of Felce and Perry’s model and comparing this 
with a measurement taken at a different point in time (within an individual) or with other 
individuals at the same point in time (between individuals).
Comparing QOL for an individual at different points in time
An assessment of QOL could be taken at two points in time to evaluate whether an 
individual’s QOL has improved or worsened over time. This approach has been used in 
studies assessing QOL changes when moving from institutions to the community 
(Dagnan et al., 1996, Hemming et al., 1981, Schalock et al., 1981). Although useful 
information, in terms of evaluating QOL, using information in this way would not answer 
the question of whether a person’s QOL is ‘good’.
Comparing QOL between individuals
A further method of evaluating an individual’s QOL is to compare it with other 
individuals. This could mean comparing it to other people with learning disabilities or to 
people in the general population. If we adhere to the principle of normalisation (e.g. 
Nhje, 1970), the QOL for people with learning disabilities should be compared to those
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in the general population, as everybody should be given the same opportunities. This 
information could be used to assess whether people with learning disabilities have a poor 
QOL when compared to those in the general population. In order to do this, knowledge 
about the ‘norm’ or ‘accepted’ level of QOL would be needed and this is not an easy 
judgement to make.
Issues in evaluating QOL
The very fact that the word ‘evaluation’ means to make a judgement or to say how good 
something is at the heart of the topic of QOL. If we cannot decide how good somebody’s 
QOL is and whether action needs to be taken to improve it, then there is little point in 
assessing it. However, it is in evaluating QOL where I feel most uncomfortable. If we 
find out that somebody’s QOL is less than optimum, but they seem quite happy, what 
should we do? Do we risk telling them about the alternatives that are out there, even if it 
seems unlikely they will be able to attain them and this increased knowledge could lead 
to unhappiness? Or is it being overprotective to withhold information and the client has a 
right to know? I would imagine that professionals working in this area have dilemmas 
such as this one all the time. I think personally that the solution is at the heart of getting 
to know the client, trying to take their wishes into account and acting in their best 
interests.
CONCLUSIONS
This essay title asked ‘how would you assess and evaluate the QOL for a person with a 
learning disability?’ My short answer to that would be ‘with difficulty’. There are 
measurement tools available that collect information on objective and subjective aspects 
of QOL that can be used with people with learning disabilities, but for many reasons, 
their reliability and validity comes into question. If one obtains a reasonable assessment, 
how is this information best used? Should we evaluate a person’s QOL in terms of 
whether it has improved over time for him/her or should we compare it to people in the 
general population? Or both? These are not easy questions and some researchers suggest
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that we should abandon the whole measurement of QOL as it currently stands (Hatton, 
1998). My personal view, however, is that QOL should remain in the forefront of our 
minds. There are problems in assessing and evaluating it, but that does not mean we 
should not try. After all, if we do not continually think about QOL and do not collect this 
information, how will we be able to help people to improve their lives, if this is what they 
choose to do?
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Children and Young People Essay
"Divorce is bad for children". Critically discuss with reference to 
the literature on the psychological effects on children of divorce
and parental conflict.
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INTRODUCTION
This essay requires the discussion of the statement ‘divorce is bad for children’. The title 
proposes that this statement should be discussed in terms of the psychological effects on 
children of divorce and parental conflict. I have interpreted ‘psychological effects’ as 
meaning mental, emotional and behavioural responses. I have focussed this essay solely 
on couples that have been married, as opposed to cohabiting, using the legal meaning of 
the term ‘divorce’. I have defined ‘parental conflict’ as the process that occurs when 
parents engage in negative interaction with each other.
The title necessitates the discussion of the effects on children of parental conflict, in 
relation to debating the statement ‘divorce is bad for children’. To me, this raises the 
question: ‘are children better off in a family where their parents’ argue/fight or are they 
better if their parents divorce? My personal experience has contributed to my 
interpreting the title in this way. It is not possible to debate whether divorce is bad for 
children, without considering the alternative of parents staying together. Obviously, not 
all parents who divorce are experiencing high conflict in their marriage and this will be 
addressed in the body of the essay.
The volume of research into the effects of divorce on children is vast. I have focussed 
principally on how children are affected in general and have not considered the specific 
issues of remarriage and stepfamilies. I am aware that time could be devoted to debating 
the terms ‘good’ and ‘bad’ in the essay title and the moral and ethical implications of 
using these words. However, I have needed to limit the scope of this essay.
I begin by briefly describing the literature on the psychological effects of divorce on 
children. There is little consensus amongst researchers about the effects of divorce. In 
particular, whether there is a difference in wellbeing of divorced and non-divorced 
children, what the effects are and the magnitude of these effects. A number of theories 
have been proposed to explain how divorce affects children. One of the most supported 
theories is that divorce affects children via exposure to parental conflict. Research has
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shown that parental conflict has negative effects on children. These effects will be 
described along with how different types of conflict affect children. This essay will 
conclude by looking at the interaction between parental conflict and divorce. To reduce a 
child’s distress in the divorce process, parents should aim to keep conflict to a minimum, 
where possible.
PERSONAL PERSPECTIVE
I chose to answer this essay question because it is a topic I have always been interested 
in. My parents made the decision to separate a year ago. For as long as I can remember,
I have thought of my parents’ relationship as being high in conflict. The conflict between 
them affected my happiness and wellbeing as a child (and into adult life). I often 
wondered if I would be better off if  my parents did not live together. Although my 
parents have now separated, I do not know how this separation would have affected me 
as a child.
My aunt is a Social Worker and, as part of her role, is involved in removing children 
from families. She is a mother of five children and grandmother of six children. My aunt 
holds strong views about parents staying together ‘for the sake of the children’. Even 
when there is parental conflict, she believes that, in the majority of circumstances, 
children are happier living with their parents. I am sceptical about this view and thought 
this essay provided a good opportunity to read the literature in this area.
My personal experiences have impacted greatly on my view of parental conflict and 
divorce. I have needed to be mindful of this when reading the literature and writing this 
essay.
TERMINOLOGY
Different terminology is used in the literature to describe children whose parents have 
divorced. The term ‘broken home’ is a common phrase used. I have chosen not to use
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this term as, in my opinion, it suggests that children are worse off when their parents 
divorce. I think that the term ‘intact’ also has unhelpful connotations. Since this essay is 
debating the effects of divorce, it is important to keep bias to a minimum when reading 
the essay. Therefore I have decided to describe children as being from ‘divorced’ and 
‘non-divorced families’.
SOCIETY AND DIVORCE
Divorce is common in society today (Dowling & Barnes, 2000). It is estimated in the 
United States that almost one in two couples will eventually divorce (Dreman, 2000). 
Furthermore, 40-50% of children bom in the 1980s are expected to experience their 
parents’ divorce before they reach age 18 years (Dreman, 2000).
The divorce process may be defined as beginning when a child’s parents make the 
decision to separate/divorce. Many children are told about the parents’ decision to 
separate on the day that one of the parents (usually the father) leaves the marital home 
(Dowling & Barnes, 2000). This gives the child little time to adjust to the new living 
situation. Depending on the individual family circumstances, a child may experience 
changes including moving home, changing school, a reduction in family financial 
wellbeing and less time spent with a non-residential parent (Amato, 2000). These 
changes can be viewed as stressful and affecting the child’s wellbeing (Amato, 2000).
Historically, the media has painted a negative picture of parents who decide to divorce 
(Kelly, 2000). The assumption is that children are harmed by parental divorce and that 
the divorced family is viewed as ‘a seriously flawed structure’ (Kelly, 2000). This is 
compared to the married family, which is characteristically seen as ‘a more positive and 
nurturing environment for children’ (Kelly, 2000). This essay will examine the research 
evidence about the effects of divorce on children. This will be in relation to the statement 
‘divorce is bad for children’.
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THE EFFECTS OF DIVORCE ON CHILDREN
Much research has been carried out to determine the effects of divorce on children. 
Although there are many studies in this area, there is little agreement about the type and 
magnitude of the effects of divorce and whether these effects are short or long term or 
both. Because of the vast amount of research, I have focussed my discussion on some of 
the key authors and studies in this area. I have only presented highlights of the research, 
as there is not the scope in this essay to conduct an extensive review.
Long-term effects of divorce on children
I will first present the work by Wallerstein and Lewis (2002). Wallerstein is one of the 
main researchers investigating the effects of divorce on children (Amato, 2003). She 
presents the view that divorce has a negative impact on children. In my opinion, 
Wallerstein maintains that the negative effects of divorce are stronger and of greater 
duration than other researchers. In particular, Wallerstein stresses the effects of parental 
divorce when the child reaches adulthood.
Wallerstein and Lewis (2002) conducted a 25-year longitudinal qualitative study set in a 
Northern Californian county. This study investigated the experiences of children and 
parents at the marital breakup and during the postdivorce years. Open-ended interviews 
with children, parents and teachers were used along with observation of the child’s play.
The results of this study highlighted the long-term negative effects of divorce on children. 
This study showed that, when children of divorced parents reach adulthood, they have 
difficulties in achieving intimacy and satisfaction in close relationships. Wallerstein and 
Lewis (2002) used a psychoanalytic perspective to explain the effects of divorce on 
children. They maintained that the child of divorce lacks a positive image of how a man 
and woman can live together. He/she internalises this view, which subsequently affects 
intimate relationships with others.
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This study differed from other studies in this area because it employed qualitative 
methods. Qualitative methods may be more likely to elicit honest responses in 
interviews, than quantitative methods, which may elicit mechanical responses (Amato, 
2003). However, it is difficult to generalise results from using qualitative methods. This 
is a major criticism of Wallerstein’s work. Her results have been used to emphasise the 
negative effects of divorce, however, the studies did not use a random sample or 
comparison group and the researchers were not blind to the fact that participants came 
from divorced families (Amato, 2003).
Short-term effects of divorce on children
Hetherington conducted a longitudinal quantitative study investigating the effects of 
divorce on children and their parents (e.g. Hetherington et a l, 1985). These families 
were followed up 20 years after divorce. Interviews, tests, home and school 
observations, school data and questionnaires were used. Half of the children were from 
divorced, mother custody families, and the other half were from non-divorced families.
The results showed that most children experienced emotional distress and behavioural 
problems immediately after the parental divorce (Hetherington et al., 1985). Preschool 
children showed increased levels of aggression, conduct disorders, non-compliance, 
decreased self-regulation and decreased academic performance (Hetherington, 1989). 
Older children showed higher levels of depression and anxiety and lower self esteem 
(Hetherington, 1989). However, most of the effects on children had diminished two 
years after divorce (Hetherington, 1989)
Hetherington used a stress-vulnerability model to explain the effects of divorce. Divorce 
sets in process a number of events that people experience as stressful, for example, 
moving home, loss of friends and loss of one residential parent. This taxes a child’s 
ability to cope and increases the risk that he/she will experience emotional and 
behavioural problems (Amato, 2000). Whether a child experiences problems may
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depend upon the amount of stress he/she is exposed to and the resources that he/she has 
to cope with the stress (Amato, 1993).
Hetherington and Elmore (2003) concluded that, in the absence of new stresses and 
adversity, that most children cope with divorce and that ‘resilience is the normative 
outcome’. Hetherington argued that the effects of divorce have been exaggerated and 
that most children recover without long-term harm (Amato, 2003). This is in contrast to 
the work of Wallerstein and Lewis (2002) who viewed the normative outcome of parental 
divorce as having long-term negative effects on children’s wellbeing.
It is difficult to ascertain why these two researchers have come to different conclusions. 
They employed different research methods and tools and this may have affected the 
results that were obtained. It may also reflect the complexity of the divorce process, how 
no two families are alike and experiences differ.
Even when results of the same study have been examined, researchers have come to 
different conclusions (Amato & Keith, 1991). This is confusing. From informal 
conversations with colleagues and friends, I have found that most people have an opinion 
about the affects of divorce on children. Divorce is an emotive topic. People’s views are 
affected by their personal experiences and moral value systems. It would be naïve to 
assume that it is possible to be 100% objective when interpreting research findings. This 
is completely speculative, but it may be that where results are ambiguous that people’s 
personal experiences and values affect how they are interpreted.
Magnitude of effects of divorce on children
Because of the conflicting findings of research studies, Amato and Keith (1991) 
conducted a meta-analysis of 92 studies investigating the effects of divorce on children. 
The main finding was that children from divorced families experienced a lower level of 
wellbeing than children living in non-divorced families; however, the effect sizes of the 
studies were small. Methodologically strong studies, for example, studies that used a
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control group, a random sample and multiple item measures, reported smaller differences 
in wellbeing in children from divorced and non-divorced families than methodologically 
weak studies (Amato & Keith, 1991). This may be because methodologically weak 
studies only get published when there are large differences between the groups (Amato & 
Keith, 1991).
Amato and Keith (1991) suggested two explanations for the small effect size between 
children of divorced and non-divorced families: the first that there is little difference in 
the wellbeing of children from divorced and non-divorced families; and the second that 
the studies do not show the negative effects of divorce. Reasons why studies may not 
highlight the negative effects of divorce include measurement error, use of many 
outcomes thus diluting the effect size, not measuring all the relevant outcomes and only 
measuring short term effects (Amato & Keith, 1991).
Positive effects of divorce on children
Although most studies have identified negative outcomes of divorce on children, positive 
outcomes have been noted for some children (Gately & Schwebel, 1992). In comparison 
to children whose parents are non-divorced, some children of divorce show increased 
maturity, self esteem, empathy and androgyny (Gately & Schwebel, 1992).
Cultural differences in the effects of divorce on children
It should be noted that there are cultural differences in the effects of divorce on children. 
Where people live in a culture where divorce is less common, divorce has been shown to 
be associated with greater negative effects in children (Mechanic & Hansell, 1989). 
Similarly, where people live in a culture that is defined by collectivism as opposed to 
individualism, the impact of divorce on children is lessened, because they receive more 
support from members of the extended family (Gohm et a l, 1998). It must be 
remembered that many of the divorce studies used a predominantly white, middle class 
sample and this will affect how results can be generalised.
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Summary of the effects of divorce on children
In terms of the essay question ‘is divorce bad for children?’ one cannot give a 
categorical answer of ‘yes’ or ‘no’. The research investigating the effects of divorce on 
children has generated conflicting results. Some studies suggest little difference in the 
wellbeing of children from divorced and non-divorced families and others suggest that 
there is a big difference (Amato & Keith, 1991). Some children experience adjustment 
problems when their parents divorce, including internalising and externalising 
behaviours, such as anxiety and aggressive behaviour (Hetherington, 1989). Some 
children may experience longer-term effects of parental divorce, such as difficulty with 
intimate relationships in adulthood (Wallerstein & Lewis, 2002).
Although there is not the scope to discuss further, it should be noted that the effects of 
divorce are likely to depend upon the individual characteristics of the child (e.g. age, 
gender) and the context in which the child is functioning (social support) -  see Carr 
(1999) for a review.
The results of the studies are diverse and it is difficult to draw overall conclusions about 
the effects of divorce on children. Divorce may not be ‘bad’ for all children. However, 
from reading the literature, it does seem reasonable to assume that some children of 
divorced parents are affected adversely by divorce, at least in the short-term.
MODELS OF HOW DIVORCE AFFECTS CHILDREN
Models have been proposed to suggest how divorce has a negative effect on children. 
These will be briefly reviewed here. The first to be described is the ‘parental loss or 
absence’ perspective (e.g. Amato, 1993).
Parental absence perspective
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The parental absence perspective maintains that a parent leaving the home, usually the 
father, affects a child’s wellbeing. The rationale behind this perspective is that ‘two 
parents are better than one’. Children do not have two parents living with them and lose 
the quantity of practical and emotional support they once had. After divorce, most 
children report a decline in the quantity and quality of contact with the noncustodial 
parent (Amato, 1987).
According to this model, one would expect children who lose a parent through death and 
divorce to have similar problems (Amato, 1993). The evidence does not support this 
hypothesis (Amato & Keith, 1991). Children of divorce were found to have lower levels 
of wellbeing than children of parental death (Amato & Keith, 1991). This suggests that 
there is an additional mechanism operating in divorced families that lowers the wellbeing 
of children, other than parental loss (Amato & Keith, 1991).
Economic hardship perspective
The second model to be described proposes that divorce affects children through a 
reduction in economic wellbeing (e.g. Amato, 1993). Most children live with their 
mothers following divorce and divorce tends to lead to a decline in the standard of living 
in mother headed families (Amato, 1993). Children’s health, nutrition and access to 
adequate academic facilities may be affected (Amato, 1993). There has been some 
support for this hypothesis; however, the research indicates that there are other factors 
that influence children’s post divorce wellbeing (Amato & Keith, 1991).
Parental conflict perspective
The final model to be described proposes that it is the conflict between the parents that 
affects a child’s wellbeing (e.g. Amato, 1993). The premise is that conflict prior to and 
during the divorce process causes a decrease in a child’s wellbeing. This is the most 
supported model (Amato, 1993) and leads onto the second aspect of the essay question: 
interpreting the statement ‘divorce is bad for children’ in terms of the psychological
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effects on children of parental conflict. I will begin this section by defining parental 
conflict and what the effects of conflict are on children.
THE EFFECTS OF PARENTAL CONFLICT ON CHILDREN 
Definition of parental conflict
Parental conflict occurs when a child’s parents are engaged in negative interaction. 
Conflict can be expressed:
• Non verbally: through body language, such as disapproving looks.
• Verbally: through disagreements and arguments.
• Physically: through fighting, throwing objects, etc.
When there is parental conflict, children may or may not witness it occurring. My 
clinical and personal experience has suggested that children are often aware of parental 
conflict.
Research studies of the effects of parental conflict on children
Research has been conducted to investigate the psychological effects of parental conflict 
on children (e.g. Emery, 1982). There appears to be general agreement in the literature 
that parental conflict has a negative effect on a child’s wellbeing (Long & Forehand, 
1987).
Research has shown that children who experience parental conflict exhibit increased 
behavioural problems (Emery, 1982). Compared with children in low conflict families, 
children in high conflict families were more likely to have conduct disorder, antisocial 
behaviours, difficulty with peers and authority figures, depression, academic and 
achievement problems (Elliott & Richards, 1991). Children in high conflict families have
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been found to score significantly lower in psychological adjustment and self-concept, 
than children in low conflict families (Amato & Keith, 1991).
The psychological effects of parental conflict, including an increase in internalising and 
externalising behaviours, are similar to those noted by some of the divorce studies 
(Emery, 1982). This has led some researchers to assume that it is the parental conflict, as 
opposed to the divorce, that affects children (Emery, 1982).
Many of the studies that have investigated the effects of parental conflict on children 
have neglected to ask children for their views. Oppawsky (2000) conducted a study that 
asked children to describe their thoughts and feelings about their parents’ conflict. 
Children said that parental conflict had harmful effects on their wellbeing (Oppawsky, 
2000). Some children described feelings of sadness, fear, anger and disgust towards their 
parents (Oppawsky, 2000). What was salient when reading the accounts was the 
children’s fear of their safety in their homes and the negative effects of conflict on the 
parent-child relationship.
The research into the effects of parental conflict on children appears to have more of a 
consensus than the divorce literature. There seems to be an agreement that, in general, 
parental conflict has a negative effect on children. This is not to say that all children 
experience parental conflict in a similar way. There are a number of factors that have 
been identified that help protect children against the effects of parental conflict.
Protective factors against parental conflict
Jenkins and Smith (1993) found that in families where children were exposed to high 
parental conflict the effects of this conflict were lessened if the child had a good 
relationship with an adult outside the immediate family (e.g. a grandparent), the child 
engaged in an activity for which he/she received positive recognition (e.g. sport) and the 
child had a close relationship with his/her siblings.
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Type of parental conflict and its effects on children
There is evidence to suggest that the effects of parental conflict differ according its 
characteristics (Kelly, 2000). Conflict that occurs frequently has greater negative effects 
on children than less frequent conflict (Kelly, 2000).
The intensity of parental conflict is a further mediator of its effects (Cummings & Davis, 
1994). Children are more adversely affected by violence than verbal disagreements 
(Kelly, 2000). If a parent uses a weapon or threatens to use a weapon during a fight, this 
is associated with greater behavioural problems in children, than fights without the use of 
weapons (Jouriles et al., 1998). Additional negative effects of high intensity fighting 
include insecure attachments and anxiety in infants and toddlers (Cummings & Davis, 
1994).
Parental conflict that involves the use of the child has more negative effects on children 
than conflict where the child is less involved (Grych & Fincham, 1993). Children may be 
used as a go between or a messenger between their parents who are arguing (Parkinson, 
1987). Conflict may also be related to the care of the child (Long & Forehand, 1987). 
Children who experience this type of conflict express more self blame, shame and fear of 
being drawn into conflict than those experiencing other types of conflict (Grych & 
Fincham, 1993).
If a child witnesses the resolution of conflict between the parents, this lessens its 
psychological effects (Cummings & Davis, 1994). Chronic, unresolved conflict has been 
shown to be associated with greater emotional insecurity in children (Cummings &
Davis, 1994).
In summary, the findings of the research indicate that some forms of parental conflict 
have worse effects on children than others:
Physical fighting is worse than verbal disagreements
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High frequency conflict is worse than low frequency conflict 
Unresolved conflict is worse than resolved conflict
(Kelly, 2000).
THEORIES OF HOW PARENTAL CONFLICT CAUSES NEGATIVE EFFECTS
IN CHILDREN
A number of theories have been proposed to explain how parental conflict affects 
children’s behaviour and wellbeing. These are briefly described below:
Modelling
This theory maintains that parents model negative behaviours and these are copied and 
exhibited by children (Bandura, 1969).
Quality of parenting
This theory states that parental conflict reduces the effective use of parenting skills and 
therefore the child exhibits ‘problem’ behaviours. Mothers in high conflict marriages 
have been found to be ‘less warm, more rejecting, more erratic in discipline and use more 
guilt and anxiety inducing disciplinary techniques’ compared with mothers in low 
conflict marriages (Kelly, 2000). Fathers in high conflict marriages have been found to 
withdraw from the parenting role and this may be a result of being excluded by the 
mother (Kelly, 2000).
Physiological effects of conflict
Research shows that children have physiological responses to parents’ conflict, including 
increased heart rate and blood pressure (Cummings, 1998). If conflict is long term,
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children may have difficulty regulating emotional responses. This may present itself as 
aggressive behaviour (Cummings, 1998).
Genetic predisposition towards aggressive behaviour
Parents in high conflict marriages may have a genetic predisposition towards displaying 
aggressive behaviour (Kazdin, 1985; as cited in Long & Forehand, 1987). This 
disposition may be passed onto the children who also display this behaviour.
Family systems theory
Family systems theory maintains that children develop problem behaviours to distract 
their parents from their problems and conflict (Minuchin, 1974; as cited in Long & 
Forehand, 1987).
Parental conflict as a stressor
Parental conflict places stress on children and this displays itself in children’s behaviours 
(Cummings, 1998).
Emotional security hypothesis
Children’s emotional security is affected when their parents are in conflict and this leads 
to changes in behaviours and wellbeing (Davies & Cummings, 1994).
It is not possible to ascertain which theories have more explanatory power than others. I 
have presented these perspectives to give the reader an idea of how parental conflict may 
affect a child’s behaviour and wellbeing. It should be noted that not all children who 
experience parental conflict exhibit aggressive behaviour and this is a limitation of some 
of the theories.
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SUMMARY OF THE EFFECTS OF PARENTAL CONFLICT ON CHILDREN
The research evidence suggests that parental conflict has a negative effect on children. 
Conflict that is of high intensity and involves the use of the child has the worst effects 
(Kelly, 2000). Parental conflict may affect children via modelling, reducing the effective 
use of parenting skills or increasing stress (Kelly, 2000).
PARENTAL CONFLICT AND DIVORCE
The research evidence shows that the internalising and externalising behaviours of 
children exposed to parental conflict and divorce are similar (Emery, 1982). Because of 
the conflicting results in the divorce literature, this has lead some researchers to conclude 
that the negative effects documented by studies of divorce may be a result of increased 
parental conflict, rather than the separation itself (Emery, 1982).
Parental conflict may increase at the time of divorce for a number of reasons including, 
disagreements over financial and childcare matters and intimate relationships with others 
(Hetherington et a l, 1976). In relation to the statement, ‘divorce is bad for children’ 
divorce may be viewed as being bad if it is associated with high parental conflict.
DIVORCE VERSUS STAYING TOGETHER
At the beginning of the essay, I suggested that one could not discuss the statement 
‘divorce is bad for children’ without considering the alternative of parents staying 
together. I make the assumption that if parents are considering divorce, one or both are 
unhappy in the marriage to some extent. This unhappiness may manifest in increased 
parental conflict.
Research has been conducted to investigate whether children are better off living in 
families where there is high parental conflict or in divorced families (Mechanic &
Hansell, 1989). In a longitudinal study of adolescents, results showed that adolescents of
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divorced families who were living in conflict free settings had higher wellbeing than 
adolescents of non-divorced families in high conflict settings (Mechanic & Hansell, 
1989). These results suggest that living with high parental conflict may be more 
detrimental to a child’s wellbeing than living in a low conflict divorced family. In terms 
of the essay question, divorce may not be bad for children if the alternative is living with 
high parental conflict.
Research has shown that not all couples who get divorced experience high conflict in 
their marriages (Booth & Amato, 2001). Booth and Amato (2001) conducted a 17-year 
longitudinal study of marital instability over the life course. They found that when 
parents were in a high conflict marriage, divorce was associated with either no change or 
an increase in their child’s wellbeing (Booth & Amato, 2001). Where there was little 
conflict in a marriage, divorce was associated with a decrease in a child’s wellbeing 
(Booth & Amato, 2001).
These findings are consistent with the stress hypothesis. Living with parents who are 
arguing and fighting is stressful to children. If a divorce reduces this conflict, and hence 
the stress, a child’s wellbeing may increase. If there is little conflict in a marriage, 
divorce may increase stress, as a result of other factors such a reduction in economic 
wellbeing or contact with the non-residential parent, and therefore a child’s wellbeing 
may decrease.
CONCLUSION
The title of this essay required the discussion of the statement ‘divorce is bad for 
children’. In terms of the literature on the effects of divorce on children, the research 
studies have generated conflicting results and, therefore, it is difficult to know how much 
support to give to this statement. The literature on parental conflict is clearer and 
suggests that children are adversely affected by conflict. Therefore it seems reasonable to 
assume that when divorce is associated with increased parental conflict, divorce may be 
‘bad’ for children. However, when divorce is associated with decreased parental conflict,
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the opposite may be true. This has clinical implications for working with families. To 
reduce the effects of divorce on children, it is best if the parents can be on amicable terms 
and keep conflict to a minimum, where possible.
Divorce is a complex process and all families are different. This essay has examined a 
small proportion of the research on divorce. A more comprehensive review could also 
examine the effects of divorce on children according to other factors such as age and 
gender.
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Older Persons Essay
‘Discuss how psychological theory and therapy can make a 
contribution to working with issues of loss and bereavement in 
relation to older people. To what extent do they accommodate 
issues of social and emotional context and issues of cultural
diversity and difference’
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INTRODUCTION 
6Old age’ and loss
This essay considers issues of loss and bereavement in older people. Loss is an area that 
is often referred to when thinking about older people. Some take the view that ‘old age’ 
is characterised by loss. As people become older, they may lose their partner, their 
cognitive and/or physical abilities may decline and there may be a reduction in the size of 
their social network (Morgan, 1994).
Adopting this view presents a rather gloomy picture of ‘old age’. It also fails to consider 
possible gains of becoming older, such as freedom from stopping work. Although this 
essay will focus on loss, I thought it important to bear in mind that there are alternative 
perspectives when thinking about ‘old age’.
Focus of the essay
This essay necessitates a discussion of the psychological theories and therapies that can 
be applied to working with issues of loss and bereavement in older people. In this essay,
I have decided to focus upon loss occurring from bereavement of a partner. I have 
defined a partner as being the person that one chose to live with, and in older people, this 
is usually, a marital partner. Losing a partner can mean loss of a sexual partner, 
recreational partner, best friend and companion (Parkes, 1988). I have chosen this focus, 
in line with the amount of literature that has been written on this topic and because the 
loss of a partner has been described as the most difficult loss a person encounters 
(Anderson & Dimond, 1995).
For the purpose of this essay, I have defined an older person as a person who is aged 65 
years or over. This is the usual distinction made by mental health services and in line 
with the upper statutory age of retirement of 65.
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There are a number of psychological theories and therapies that contribute to how we, as 
clinical psychologists, should work with people who have experienced the death of a 
partner. Many of these theories apply to people of any age. Therefore I think it is 
important to consider how/if these theories can be applied to older people. To do this, it 
is necessary to think about what makes older people different (or the same) to younger 
people, whilst at the same time being careful not to generalise by viewing ‘older people’ 
as a group. It is important to consider all factors that can be used to differentiate people 
from each other such as gender, class, religion, ethnicity and culture.
My cultural background
At this point, I think it is helpful to consider my position in writing this essay. I am a 
white, British, young, single female with no practicing religion. I could be considered as 
being middle class. By definition, age is the major distinguishing factor between an older 
person and myself.
I have been bom and brought up in a Western culture. I am aware that my ideas and 
assumptions have been greatly influenced by my culture. The way in which I write and 
what I write will be an indicator of my background. I have tried to be aware of this, 
however is never possible to write an essay that is free from bias.
Personal experience of loss and bereavement
I think it is important to consider my personal experience of bereavement. I have never 
lost a partner to death, but have through separation and I have grandparents who have 
died. Therefore I have some experience of loss and separation, although different from 
the focus of this essay.
The feelings I experienced when I lost a grandparent included sadness, regret and guilt. 
When I lost my partner, additional feelings were anger and confusion. In both cases, I 
missed that person and needed to adjust to a situation without him/her. When losing a
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partner, this necessitated a major change in role and identity. My personal experience has 
influenced the sense I have made of the theories of loss and bereavement and is likely to 
have affected which theories I favour over others.
Structure of the essay
I will structure this essay by providing a brief description of, what I consider to be, the 
major theories about loss and bereavement. These theories describe how a person 
experiences loss, and the process of grieving. Theories of loss and bereavement have 
implications for how one should work with a person who has experienced bereavement. 
For example, if loss and grieving is conceptualised in a particular way, it follows that a 
particular type of therapy may be advised.
I will describe each theory and then an intervention/therapy that follows from applying 
this theory. I will evaluate whether these theories accommodate issues of social, 
emotional and cultural context. Since there is not the scope in this essay to explore all 
areas and therapies and interventions are developed from the theories, I did not consider a 
separate analysis of whether the therapies accommodate these issues was necessary.
THE EXPERIENCE OF GRIEF
Stroebe et al., (1993) defined grief as ‘the emotional response to one’s loss’, bereavement 
as ‘the objective situation of having lost someone significant’ and mourning as ‘the 
actions and manners of expressing grief. These terms will be frequently used throughout 
this essay.
Before looking at the theories of loss and bereavement, it is important to consider what 
actually happens in bereavement. There are a number of physical, emotional, cognitive, 
behavioural and social features that are commonly reported following bereavement 
(Worden, 1991). Common feelings include sadness, anger, guilt, self reproach, anxiety, 
loneliness, fatigue, helplessness, shock, yearning, relief and numbness. Physical
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symptoms include hollowness in stomach, tightness in chest and throat, oversensitivity to 
noise, sense of depersonalisation, breathlessness, weakness in muscles, lack of energy 
and dry mouth. Cognitive symptoms may include disbelief, confusion, preoccupation, 
sense of presence and hallucinations. Behaviour changes include sleep and appetite 
disturbance, absent mindedness, social withdrawal, dreaming, avoiding reminders, 
searching, calling out, sighing, restless over activity, crying, visiting places or carrying 
reminders.
It should be noted here that the majority of people who experience bereavement do not 
seek the help of a professional (Stroebe & Stroebe, 1987). When thinking about 
interventions or therapies, I have done this from the perspective of a person who is 
struggling with grief. This is sometimes referred to as pathological grief.
THEORIES OF LOSS AND BEREAVEMENT 
Introduction
Theories of loss and bereavement can be divided up into two main categories -  traditional 
and contemporary theories. I will begin by discussing three of the main traditional 
theories. These theories attempt to explain the pattern of emotional response following 
loss.
Traditional theories
Psychoanalytic theories 
Description o f theory
Early theories about grief were developed from the psychoanalytic tradition (e.g. Freud, 
1957). In his classic paper “Mourning and Melancholia”, Freud proposed that mourning
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was about surrendering one’s psychological attachment to the lost person. He was one of 
the first to hypothesise stages of grief such as denial, preoccupation, depression and the 
final relinquishment of emotional investment in the person.
To go through these stages, the individual uses a lot of mental energy and thus needs to 
withdraw from the outside world. The ‘resolution’ occurs once this energy is exhausted, 
after which the link to the deceased is severed and the loss is accepted. The process of 
‘normal’ grief involves working through these stages and reinvesting emotion in a new 
object. In pathological grief, the individual gets stuck in melancholia instead of 
progressing through it.
Implications fo r  clinical work
An intervention based on psychoanalytic theory (e.g. Freud, 1957) might focus on 
helping the individual to work through ambivalent feelings about the deceased and 
reinvest in a new ‘love object’.
Evaluation o f the theory (reference to diversity)
Freud saw grieving as a natural process that should not be interfered with. However, in 
many cultures it is typical for some kind of ritual to take place to facilitate grieving after 
a death (Worden, 1991). For example, in western culture, there tends to be a funeral 
consisting of a cremation or burial approximately one week after death. This may be a 
funeral service where family and friends speak about the deceased and it may consist of 
hymns. The rituals that occur depend on the cultural and religious beliefs of the deceased 
and his/her family.
People who are Jewish have ‘Shivah’ which is a period of 7 days when the family stays at 
home and friends and family come to help them to facilitate their grief under the best 
circumstances (Worden, 1991). It is likely that Freud would have disagreed with this
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approach since his theory suggested that those who are grieving need to withdraw from 
the outside world to work through their grief.
There is some evidence to suggest that people need time on their own after losing their 
partner (Anderson & Dimond, 1995). In this study, older people who had been recently 
bereaved said that they appreciated the help provided by friends and family, but that they 
would have liked more time on their own in the period immediately after the death, to 
reflect on their loss. Other studies suggest that people often seek out and want to be near 
others after bereavement (Stroebe & Stroebe, 1987). Therefore, there seems to be mixed 
findings about the benefits of being around others soon after a loss.
Personal reflection and summary
From my personal experience of bereavement, I have thought about the nature of the 
relationship I had with the person who died and the ease of the grieving process. It is my 
belief that the nature of my grieving was not related to how close I was to that person, but 
related to whether the relationship was conflictual and/or whether I held ambivalent 
feelings towards that person. I think people often assume that a close relationship means 
difficulties in the grieving process. Because I have heard the question asked ‘were you 
close?’ many times. My personal experience means that Freud’s ideas about ambivalent 
feelings relating to the grieving process make sense to me.
Stage models
Description o f theory
Bowlby (1961, 1980) viewed grief in terms of attachment behaviours. He described grief 
as the reaction to the disruption of a bond (a form of separation anxiety). A person reacts 
to the death of a loved one in a similar manner to how children behave when their 
mothers leave them. The occurrence of loss activates ‘attachment behaviours’ such as
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crying, clinging, and protest, which normally function to bring about reunion with the lost 
object.
Bowlby (1961, 1980) maintained that normal grieving involves four stages: numbness, 
yearning/searching (attachment behaviours), depression, reorganisation/recovery (the 
giving up of attachment behaviours). Pathological grieving is related to disordered 
parental attachment style.
There have been several other ‘stage models’ of grief. For example, Kubler-Ross (1969) 
proposed five stages of response to anticipated loss (particularly relating to the loss of 
one’s own life): denial, anger, bargaining, depression and acceptance.
Implications fo r  clinical work
As with Freud’s theory, these theories suggest that for successful grieving to occur, the 
individual needs to go through a number of stages. Pathological grief occurs when a 
person gets ‘stuck’ at a particular stage. An advantage of these theories is that they 
provide the healthcare worker with a clear description of the stages that a person should 
go through. This can be useful when thinking about whether a person is grieving 
appropriately or whether they may benefit from some help. Intervention may take the 
form of counselling or psychoanalysis to aid the individual in his ‘grief work’ and reach a 
point of ‘resolution’.
Evaluation o f  the theory (reference to diversity)
One famous example of chronic grief was Queen Victoria after Prince Albert died. She 
had a strong, dependent attachment to him and was upset by brief separations from him 
when he was alive (Parkes, 1981). When he died, she experienced chronic grief and 
continued her life as though he was alive, for example, laying out his shaving equipment 
on his bed every morning. This example illustrates how the nature of attachment can 
affect the grieving process.
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Stage theories have been criticised, as individuals do not appear to pass through the 
stages at the same pace or in the same order or even the same stages (Wortman & Silver, 
1989). When thinking about older people and psychoanalytic theories of stages, I wonder 
if it is realistic to assume that a person can reach a point of resolution, detach themselves 
from the deceased and reinvest in a new love object. My clinical experience indicates 
that there are people who seem to be grieving appropriately, but say that they will never 
get over the death of their spouse. After 60 years of marriage, should we expect people 
to move on in this way?
Research has suggested that some older people continue to have a relationship with their 
partner after he/she has died (Costello & Kendrick, 2000). This may take the form of a 
perceived emotional bond between oneself and one’s partner, maintaining a dialogue with 
the deceased and feeling the presence of the deceased (Costello & Kendrick, 2000). This 
study did not provide evidence to suggest that the breaking of this emotional bond was 
necessary to successfully resolve one’s grief. This finding disagrees with psychoanalytic 
theories of loss.
I think it is important to think about cultural expectations of grieving. One may expect a 
younger person who has lost a partner through death to move on and find a new partner. 
One may not necessarily expect this of an older person. These are western ideas and 
differ from ideas from other cultures.
In Asian culture, there is a traditional expectation of ‘one man per lifetime’ (Hsu et al., 
2004). To achieve harmony or ‘wholeness’ (yuan-man), a Chinese family must consist of 
a father, a mother and at least one child. Once a woman loses her husband; she typically 
experiences a strong sense of grief for many years after his death. Cultural pressures are 
that she should not remarry, particularly if she has children living at home. This leaves a 
sense of incompleteness and failure in the family.
In order to try to restore the sense of completeness, Chinese widows and children tried to 
find ways to reconnect with the father (Hsu et al., 2004). The reconnective efforts were
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centred on maintaining the status quo, restoring images of the deceased and 
communicating with the deceased. Widows attempted to ‘maintain the status quo’ by 
comforting their children with the assurance that ‘everything is the same’, for example, 
preparing the breakfast in the same way that father did. After a period of intense 
mourning, widows often tried to establish a relationship with the deceased to attain a 
sense of wholeness. They relied on symbolic figures to represent the dead. Both widows 
and children communicated with the deceased.
This study shows that Asian widows and children did not choose to sever ties to the 
deceased. They did not follow the prescribed course of action that stage theories suggest. 
However, as with Costello & Kendrick’s (2000) study of older people in a western 
culture, there was no evidence to suggest that this meant that people were not grieving 
properly.
Personal reflection and summary
I think the stage theories of loss are useful in that they account for some of the feelings 
people experience after bereavement. They can be used to help explain why at times 
people may feel angry and, at other times, sad. I found this useful when thinking about 
the feelings I experienced after bereavement.
Stage models are also useful in providing workers with guidance on what to expect from 
people who have been bereaved. However, they do not seem to account for the finding 
that many people do not want to emotionally detach from their loved one, but want to 
continue a relationship with the deceased.
Stress theories 
Description o f theory
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Stress theories describe bereavement as a major life stressor. Bereavement can affect 
physical and mental health through physiological responses to stress, for example, 
affecting the release of serotonin and thus affecting depression and anxiety (Reynolds, 
1994) and lower the functioning of immune system and affecting susceptibility to disease 
(Cohen & Williamson, 1991). Stress theories account for why mortality and morbidity 
rates increase after bereavement (Stroebe & Stroebe, 1987). Research has also shown 
that people are more likely to engage in ‘unhealthy’ behaviours after bereavement and 
this affects health outcomes (Irwin et al., 1987).
Lazarus & Folkman (1984) have suggested that the effects of stress depend upon the 
individual’s appraisal of the stressfulness of the situation and his/her ability to cope. A 
person’s coping resources may be perceived to be higher if he/she has a lot of social 
support (Stroebe & Stroebe, 1987). There are well established findings that social 
support can be viewed as a buffer of stress (Cohen & Willis, 1985). Studies show that 
perceived social support can alleviate the stress of bereavement (Morgan, 1994).
One consequence of losing a partner is the consequential change in role and identity 
(Stroebe & Schut, 1999). Older people are more likely to adopt stereotyped gender roles 
than younger people and this may be a factor that makes bereavement more stressful 
(Umberson et al, 1992). For example, a woman may find it difficult to manage financial 
matters and a man to take care of his physical needs if these are activities the partner was 
responsible for. Therefore, it is important to thinking about the context in which the 
person has been bereaved when considering the stressfulness of the situation.
Implications fo r  clinical work
Intervention could focus on helping people to manage their stress levels, for example, 
through exercise or relaxation. A healthcare worker could assess whether the person is 
engaging in unhealthy behaviours and intervene where necessary. Where people are
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having difficulty adjusting to their new life role, support will be needed to help facilitate 
this. In some cases, education and teaching of new skills will be needed.
There may be some work to be done in terms of an individual’s cognitive appraisals 
about the stressfulness of the situation. For example, an individual may have the belief T 
can’t cope’. Cognitive behavioural therapy is likely to be useful in such a situation 
(Matthews & Marwit, 2004).
Evaluation o f the theory (reference to diversity)
I think it is important to consider an individual’s situation both prior to and after 
bereavement. It may be that an individual is in a highly stressful situation caring for 
her/his spouse and that there is some relief when the spouse dies. This needs to be taken 
into account when considering the stressfulness of bereavement.
In terms of social support being a buffer of stress, older people may have less social 
support than younger people (Anderson & Dimond, 1995). In addition, they may have 
lost one of their major source of emotional and social support: their partner (Morgan, 
1994). This is likely to increase the stress of bereavement for older people.
It is important to consider the context in which an older person is losing their partner. 
Typically, older people experience a number of bereavements over a short period of time 
(Costello & Kendrick, 2000). These bereavements may have a cumulative effect on a 
person’s wellbeing. One needs to think about the emotional context of bereavement. An 
older person may already be grieving for another family member or friend when his/her 
partner dies and this is likely to increase the stressfulness of the situation (Costello & 
Kendrick, 2000). Similarly, if a person is having emotional or mental health problems 
prior to bereavement, these problems are likely to worsen after bereavement (Morgan, 
1994).
Personal reflection and summary
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The effects of stress upon a person’s physical and mental health are well established. 
However, it is unclear whether grief is a result of the stress incurred from bereavement or 
whether it is related to other factors. When reading the theories, it is my opinion that 
stress theories cannot adequately explain the complexities of what happens in 
bereavement.
Conclusion regarding traditional theories
Traditional theories that offer an explanation for the emotional and physical 
consequences of bereavement go some way towards accounting for research findings, but 
they have limitations. They seem to concentrate on viewing grief according to a single 
dimension of ‘level of analysis.’ They also do not seem to account for the diversity of 
grief reactions across cultures.
Contemporary theories
Phenomenolo gical/existential theories 
Description o f the theory
Phenomenological and existential theories consider the meaning of bereavement to the 
individual. They propose that an individual will change after bereavement (Braun & 
Berg, 1994). As one 75 year old widow put it ‘if you lost your arm, you’d get along the 
rest of your life without it. But you still wouldn’t have it’ (Anderson & Dimond, 1995).
In the tradition of Kelly’s (1955) personal construct theory, Parkes (1988) proposed a 
Psychosocial Theory, in which bereavement is seen as a ‘psychosocial transition’ causing 
a discrepancy between an individual’s ‘world that is’ and their ‘world that should be’. 
Losing one’s partner often invalidates assumptions one held about the world, for 
example, ‘my partner will always be there’. An individual requires a period of 
adjustment where he/she develops a new model of the world.
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Wortman et al., 1993) suggest a similar theory to that of Parkes (1988), but this theory 
maintains that a period of adjustment is not needed for each individual. They focus on 
the extent to which a person’s pre-loss view of the world is ready to incorporate the 
experience of loss. They define the person’s worldview as ‘the interwoven system of 
beliefs, assumptions, or expectations related to oneself, others, and the world that provide 
a sense of coherence and meaning’ (p. 364). People who hold beliefs about the 
inevitability of death may find the grieving process easier. Religious and spiritual beliefs 
represent one way of creating a meaning structure that provides a sense of order and 
purpose to existence and to death (Golsworthy & Coyle, 1999).
Implications fo r  clinical work
Phenomenological theories highlight the importance of considering each person as an 
individual. We should consider each individual’s view of the world and not assume that 
it is the same as our own. This is likely to be particularly important with older people, 
who have grown up in a different era. Intervention should be sensitive and respectful of a 
person’s religious and spiritual beliefs. Grief is conceptualised as meaning reconstruction 
(about one’s life) and therefore CBT is likely to be useful when working with those 
experiencing complicated grief (Matthews & Marwit, 2004).
Evaluation o f the theory (reference to diversity)
Studies have shown that we, as therapists, do not always find it easy to work with 
spiritual and religious issues (Golsworthy & Coyle, 2001). This may be because we are 
not provided with a clear way of working with these issues. It may also be because we 
lack confidence in working with a person from a different religious/cultural background. 
When using CBT, it is important that the client should not perceive us as being 
disrespectful of their beliefs because we are using evidence to challenge them.
Personal reflection and summary
82
Older Persons Essay
An advantage of phenomenological theories is that there is great consideration given to a 
person’s social and cultural context. I like the way that this approach encourages every 
person to be treated as an individual and to consider the person’s phenomenology. 
However, these theories do not offer much about regularities in symptoms on lower 
levels or about the coping response.
A Social-Constructionist Approach
Description o f the theory
Averill and Nunley (1993) (cited in Stroebe et al., 1993) propose a framework in which 
they describe a person’s response to grief in terms of culturally-determined social roles, 
influenced by political and religious systems. They consider grief as a ‘social 
construction’, highlighting social components that can shape grief in a way specific to the 
culture in which it is occurring. These include the privileges grief can bring (e.g. 
increased care from others), the restrictions impingent on it (e.g. taking a partner too 
quickly must not happen), the obligations it can bring (e.g. culturally acceptable 
mourning behaviour) and the ‘entry requirements’ for grief (e.g. there is only limited 
recognition in Western cultures for grieving after a divorce). A social constructionist 
approach emphasises that grief is shaped and driven by the beliefs, values and customs of 
society.
Implications fo r  clinical work
When considering the need to intervene, one should think about what is ‘normal’ 
behaviour in that person’s culture. In Aboriginal tribal peoples it is normal to mutilate 
the body or tear the hair. If this happened in Western culture, we would probably 
consider this as pathological grief needing intervention.
Evaluation o f the theory (reference to diversity) and summary
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An advantage of this theory is that it considers each person’s experience within their own 
social and cultural context. However, it is such a broad framework that it almost 
provides a theory for each individual.
Conclusion regarding contemporary theories
The contemporary theories seem better able to accommodate issues of social, emotional 
and cultural context than the traditional theories. However, it is possible to perceive 
these theories as being too broad, having less of a focus on the symptoms of grief.
Bringing the traditional and contemporary theories together
The Dual Process Model 
Description o f the theory
The Dual Process Model of coping with bereavement is a ‘taxonomy to describe ways 
that people come to terms with the loss of a close person’ (Stroebe & Schut, 1999). It 
addresses a person’s response to grief on three levels; the third is a level that has not been 
described by previous theories:
1. the stressors which follow bereavement
2. the cognitive strategies involved in coming to terms with bereavement
3. the dynamic process of oscillation between loss and restoration oriented 
coping.
The central feature of this model is the oscillation between loss oriented and restoration 
oriented coping. Loss oriented means the times when an individual is concentrating on 
and processing some aspect of the immediate loss experience, such as crying over the 
loss. This type of coping is described in the traditional theories of bereavement.
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Restoration oriented means the times when the individual is concentrating on adjusting to 
the secondary consequences of the loss, such as forming new relationships or developing 
a new identity. The individual will switch between confronting and avoiding the loss. 
Traditional theories suggest that denial is unhelpful and the person should be encouraged 
to face their loss as much as possible. The Dual Process Model disagrees with this idea, 
maintaining that both types of coping are needed. Grief may become complicated when 
there is either too much rumination or too much denial.
Implications fo r  clinical work
According to the Dual Process Model of coping with bereavement, an individual should 
be encouraged to employ a range of coping strategies along both aspects of the 
confrontation-avoidance dimension.
Evaluation o f theory (reference to diversity)
There appear to be gender differences in considering how people cope with bereavement. 
Men tend to use more restoration oriented coping and women use more loss oriented 
coping. A study showed that when women were taught to use restoration oriented coping 
and men to use loss oriented coping, this was associated with lower distress. When men 
and women were taught to use their ‘gender stereotyped’ way of coping, this did not 
affect distress.
One wonders whether there are differences in how people cope according to their age.
My clinical experience suggests that older people are less likely to talk about their 
feelings than younger people. I think it is important not to generalise as this is certainly 
not the case with every person I see. However, I wonder whether experiencing the war 
may have affected people’s coping skills. Older people I have met often have the attitude 
that they should just get on with things and ‘mustn’t grumble’. In light of the Dual 
Process Model (Stroebe & Schut, 1999) this may mean that older people focus more on
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restoration oriented coping. This is only anecdotal evidence and it may be that older 
people do a lot of loss oriented coping, but in a private manner.
In Western culture, as a society, we appear to avoid death at all costs. People are always 
trying to find ways to look younger, e.g. cosmetic surgery. There seems to be an 
avoidance of talking about death. Gorer wrote in 1965, that ‘the proper action of a friend 
is felt to be distraction of a mourner from his or her grief (Worden, 1991). If older 
people have grown up with this attitude, this may mean that they feel less able to talk 
about their feelings of grief than younger people.
There are also cultural differences in the use of loss and restoration oriented coping. In 
the Muslim community in Bali, people could be described as using mainly restoration 
oriented coping as crying after bereavement is not sanctioned. In the Muslim community 
in Egypt, grief is expressed more openly.
Summary
The advantage of the Dual Processing Model is that it covers aspects of other models as 
well as adding the dimension of oscillation of types of coping. It goes against the 
traditional idea that people need to continually face their loss in order to grieve 
successfully.
CONCLUSION
It is possible to criticise all the theories of loss and bereavement that have been described. 
The traditional theories are more specific in describing a person’s reaction to loss, for 
example, they provide details of the stages a person is expected to go through. However, 
they are not so good at considering each person as an individual coming from his/her own 
emotional, social and cultural background. The contemporary theories are better at doing 
this, but could be perceived as being too broad, providing almost a ‘theory for each 
individual’. The Dual Process Model attempts to combine both approaches and with 
further empirical validation, seems a promising theory.
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SUMMARY OF ADULT MENTAL HEALTH PLACEMENT
Setting
A Psychology department within a Community Mental Health Team (CMHT). 
Referrals
From GP and CMHT. Tended to be complex cases due to a CBT therapist working on 
site. Referrals of people with common mental health problems with no co morbidity 
were not accepted.
Clients I saw on placement
I had five ongoing therapy cases. These were all women and aged between 21 and 55. 
They had a range of problems including anxiety, depression, obsessive compulsive 
disorder and personality disorder. I conducted an assessment with a 43 year old male 
with panic disorder. I conducted two joint assessments with my supervisor. I observed 
my supervisor in conducting ongoing therapy with a man aged 25 and completing 
cognitive assessment with a woman aged 32.
I was involved in running an 8 week anxiety management group with the CBT therapist. 
For this group, I jointly assessed four of the clients. I also observed the work of a 
Community Psychiatric Nurse and a psychiatrist.
Therapeutic models used
Cognitive behavioural therapy (CBT) was the dominant model. One of my supervisors 
was a trained psychotherapist and there was some discussion of psychoanalytic ideas in 
relation to clients.
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Experienced gained -  some highlights
• A good grounding in CBT and an interest sparked in psychoanalytic 
psychotherapy (via supervision and case presentations).
• An understanding of how the different adult mental health services work together 
(via visits to day hospital, assertive outreach team, inpatient unit and substance 
misuse team).
• An understanding of organisational issues in the NHS through regular attendance 
at psychology business meetings
• Presentation skills (I gave formal case presentations to the psychology 
department).
My personal reflections on the placement
I think this was a really good placement. I gained a lot of experience in working with 
clients and observing others working with clients. I also attended regular meetings and 
felt part of the team. I think this placement put me in good standing for the rest of my 
training and my future career.
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SUMMARY OF ADULT MENTAL HEALTH CASE REPORT 
Title
Cognitive behavioural therapy with a 21 year old female presenting with low self esteem 
Setting
My first placement as a trainee, within a Community Mental Health Team.
Assessment 
About Clare
Clare was a 21 year old, white, British woman with English as her first language. She 
was 6 years younger than me, although presented as being much younger, perhaps aged 
16. Clare held strong religious beliefs of the Christian faith and attended church 
regularly. I do not hold strong religious beliefs of any faith and this was a difference 
between us that was evident in our relationship. Clare was in her last year of studying for 
a degree. She was living at home with her mother, her younger sister and two younger 
brothers.
Presenting problems
A Specialist Registrar in the Community Mental Health Team referred Clare to the 
psychology department. He identified her as needing help with ‘atypical anorexia’. In 
my assessment I identified Clare as having a number of difficulties including low self 
esteem, anxiety, depression, eating problems (restricted food intake and past bulimia) and 
obsessional behaviours. She had difficulties in trusting others and expressing emotion.
In the past, she self harmed and experienced panic attacks.
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Clare’s history
At the age of 11, Clare lost her sister in a road traffic accident. Clare had been with her 
sister at the time of the accident and felt responsible for her death. At the age of 15, 
Clare’s parents divorced. She had regular contact with her father. Clare felt her father 
put pressure on her to achieve academically. Clare described her mother as having an 
eating disorder.
Previous treatment
Clare saw a child psychiatrist after the death of sister, but said did not find this helpful. 
Clare saw a counsellor at university and received cognitive behavioural therapy and did 
find this useful.
Formulation
According to Beck’s (1976) cognitive model of emotional disorders, the way a person 
perceives and event affects his/her emotions and behaviours. It may be that Clare grew 
up in a household where there was a high emphasis on perfection. Clare may have 
developed the core beliefs ‘I am inadequate’ and ‘I am unlovable.’ She may have 
developed the conditional beliefs and dysfunctional assumptions of ‘I must be in control 
at all times’ and ‘Unless I do everything to the highest possible standard, I will achieve 
nothing.’ Her sister dying and her parents divorcing may have been critical incidents that 
activated these beliefs resulting in negative automatic thoughts and her symptoms of 
anxiety, depression and low self esteem (among others).
Action plan
Clare did not wish to focus the work on her eating problems. I felt that if  I had pursued 
this line it would have resulted in her not attending therapy. Therefore, the Specialist 
Registrar continued to manage her eating problems. I made a judgement that low self
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esteem appeared to be at the core of her difficulties and planned for the work to focus on 
this. There is an evidence base for the use of cognitive behavioural therapy with anxiety 
and depression (Roth & Fonagy, 1996) and Clare expressed a preference for this 
approach.
Intervention
I used Fennell’s (1999) model to help Clare to overcome her low self esteem. We used 
thought records to encourage her to challenge her thoughts and responsibility pie charts 
to help her to see that she was not entirely responsible for negative events. We used 
behavioural experiments to gather evidence for Clare’s ideas about being in relationships. 
She increased her social contact and started to express more of her feelings around others. 
Clare was surprised by her developing friendships with others. She started to feel better 
about herself and to believe she was worthy of others’ attention.
Outcome
Over the course of therapy, scores on standardised measures of anxiety and depression 
decreased. She smiled and laughed more often, had better eye contact and wore more 
colourful clothes. She reported having fewer negative thoughts about herself and having 
higher self esteem. With her final examinations in May, it was decided that she should 
remain in contact with the team.
Reflective evaluation
I learnt a lot from this piece of work. The cognitive model fitted with Clare’s ideas about 
herself and this made it easier for me to apply and use this model. She always did her 
homework and was motivated to get better. I like working with people who are at the life 
stage of developing independence and found this work enjoyable. One of the aspects of 
the work I found hardest was managing Clare’s risk in terms of her harming herself. As a 
trainee on a first placement, I found it difficult not to take this worry home with me. I
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think, with more experience, I have learned to manage my anxious feelings better. 
However, I think this will continue to be a challenging aspect of working with people 
with mental health problems.
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SUMMARY OF PEOPLE WITH A LEARNING DISABILITY PLACEMENT 
Setting
Community Team for People with a Learning Disability.
Clients I saw on placement
I had five ongoing solo cases. Two of these were assessments for eligibility for learning 
disability services and two were dementia assessments. One was an ongoing therapy 
case: I provided support to a man with depression who was exhibiting challenging 
behaviour. These were men and women ranging in age from 18 to 79 years. All cases 
involved working with staff in residential homes, staff in day centres, other professionals 
within the client’s network and/or family members.
I had a joint case with a speech and language therapist (SALT) where my input was an 
assessment of challenging behaviour. We formulated that the client was exhibiting 
challenging behaviour as a method of communication. The SALT was teaching the client 
an alternative way to communicate. I observed the work of the speech and language 
therapist with other cases. I also observed my supervisor’s work and the work of 
community psychiatric nurses.
Therapeutic models used
Mainly CBT and person centred.
Experienced gained -  some highlights
• The ability to work with clients and their carers’ in a range of settings.
• Good formal assessment skills.
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• The ability to work as a member of a team and an appreciation of the role of 
psychology within it.
My personal reflections on the placement
This placement gave me an understanding of the importance of considering the system 
around the client.
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SUMMARY OF PEOPLE WITH A LEARNING DISABILITY CASE REPORT 
Title
An extended assessment to determine eligibility for learning disability services with a 57 
year old woman with cerebral palsy.
Setting
My second placement as a trainee, within a Community Team for People with a Learning 
Disability (CTPLD).
Assessment
About Mary
Mary was a 57 year old, white, British woman, with English as her first language. She 
lived at home with her 87-year-old mother. Mary had cerebral palsy. Mary could walk 
short distances without assistance and further with the use of a walking aid. Her speech 
was clear and understandable.
Presenting problems
Mary was referred to the CTPLD by a social worker in the Physical Disabilities team 
who requested an assessment of whether Mary had a learning disability. Sarah, Mary’s 
sister had concerns about the social ‘appropriateness’ of Mary’s behaviour. Mary called 
other people names (e.g. nutcases) and cried easily in front of others. She also received 
support to function in her daily life (e.g. help with cooking).
Mary’s mother appeared to be in the early stages of dementia. The social worker was 
concerned about placing Mary in the most appropriate accommodation should she be
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unable to continue to live at home with her mother. At that time, Mary’s sister was main 
carer for Mary.
Mary’s history
Mary went to a special school, although it was not known whether this was a school for 
people with a learning disability or physical disability or both. She has never had a 
boyfriend. She attended a day centre for older persons.
Formulation
I hypothesised that Mary was bom with a learning disability and had not developed her 
adaptive functioning skills because she led a sheltered life.
Action plan and Intervention
• To investigate Mary’s difficulties in adaptive functioning though using 
standardised measures of adaptive behaviour (Vineland Adaptive Behaviour 
Scales, Sparrow, Balia, & Cicchetti, 1984) and the Rivermead Behavioural 
Memory Test, Wilson et al, 1999) and observing her behaviour at home and in the 
day centre.
• To conduct a cognitive assessment of Mary’s intellectual abilities using a 
standardised IQ test (WAIS-III UK, Wechsler, 2000).
Outcome
Mary had difficulties in general living skills, personal care, social skills and mobility.
She scored poorly on the Rivermead Behavioural Memory Test; however, it is highly 
likely that anxiety affected her performance. Overall, Mary scored in the ‘borderline’
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range on the IQ tests. I observed differences in her behaviour at home and the day centre: 
at the day centre she appeared more autonomous.
Because of her results on standardised tests and my observations of her behaviour, I 
concluded that Mary was functioning as a person with a learning disability. It is likely 
that living in an overprotected environment and growing up in a culture where 
independence of people with disabilities was discouraged contributed in her difficulties in 
adaptive skills. I recommended to the social worker that Mary be placed in 
accommodation for people with mild learning disabilities. Because they have always 
lived together, I recommended that Mary and her mother be placed together.
Reflective evaluation
This was a challenging piece of work. I felt there were a number of different agendas 
that had to be considered: the CTPLD, the physical disabilities team and each family 
member had a different perspective. I had to continually remind myself of the referral 
question.
Mary had lived with her mother for the whole of her life. Mary was being assessed for a 
learning disability at this time in her life because of her mother’s increasing frailty. Mary 
and her mother both denied what was happening in the present for a fear of what was 
going to happen in the future. This required a careful and sensitive approach on my 
behalf.
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SUMMARY OF CHILDREN AND YOUNG PEOPLE PLACEMENT
Setting
Split across two Child and Family teams and under 5s Psychology service.
Clients I saw on placement
I worked with children of different ages on this placement. The range covered very 
young children and their parents up to teenagers. I had five ongoing therapy cases, some 
of the issues included panic attacks, a dog phobia, sleep problems, behavioural 
difficulties and parenting skills. I conducted cognitive assessments with two children 
who had been referred by their school. Work took place in the clinic setting and at home. 
Much of the work involved basing with the network surrounding the child, such as the 
GP, school, health visitor, paediatrician and social worker.
Therapeutic models used
CBT, psychodynamic and systemic.
Experienced gained -  some highlights
• I think this placement was good in terms of joint working, observing the work of 
others and being observed myself.
• This placement gave me a good grounding in systemic theory.
My personal reflections on the placement
I enjoyed this placement and valued the opportunity to work in three different services. I 
had already been an assistant psychologist working with children and young people. I 
think this placement built on my skills in this area.
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SUMMARY OF CHILDREN AND YOUNG PEOPLE CASE REPORT 
Title
An integrative approach to managing three year old twin boys’ behavioural problems 
within a systemic framework
Setting
My third placement as a trainee, within an under 5’s Psychology service.
Assessment 
About the family
Jonathan and Daniel were 3-year-old fraternal twin boys. They lived with their parents, 
Mr and Mrs Taylor, who were in their 40s.
Presenting problems
The GP referred to the family to the psychology service because the parents were having 
difficulties managing their children’s behaviour. Mr and Mrs Taylor described their 
children as fighting with each other, being unable to share and having a poor attention 
span.
The family’s history
Mr and Mrs Taylor became worried about their children’s behaviour when they started 
nursery. They compared their children to the others in the nursery and were worried their 
children were behaving differently. Mr and Mrs Taylor were married in their 30s and had 
their children in their 40s. The children were bom prematurely, but reached their
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developmental milestones at the appropriate ages. Mrs Taylor said she had the ‘baby 
blues’ but got on with things.
Initial Formulation
I initially formulated using behavioural principles of operant conditioning (Skinner,
1953) and social learning theory (Bandura, 1969). I hypothesised that Jonathan’s and 
Daniel’s defiant behaviours were reinforced by attention from each other and their 
parents.
Action plan
To help Mr and Mrs Taylor to reduce positive reinforcement (parental attention) for 
defiant behaviour and increase positive reinforcement for prosocial or compliant 
behaviour.
Initial Intervention
Teaching and role modelling parenting skills.
Outcome and reformulation
Over the course of the work, Mr and Mrs Taylor revealed that they had conceived their 
sons via in-vitro fertilisation (IVF) procedure. Mrs Taylor doubted her ability to be a 
good parent and associated this with not being the twins’ biological mother. I formulated 
that Mrs Taylor needed to have an experience of her emotions being contained before she 
would be able to contain the emotions of her children (Bion, 1990).
Second Intervention
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To provide a safe and containing environment for Mrs Taylor to explore feelings from the 
past and present.
Outcome
Mrs Taylor’s anxieties about being a mother decreased and she felt better able to cope 
with her children’s behaviour.
Reflective evaluation
I really enjoyed this piece of work. I felt it provided the opportunity to work in a variety 
of ways and with different therapeutic models with the children and the family. I think I 
also enjoyed this work because I coworked with the assistant psychologist and because I 
felt that changes and improvements were made in the family.
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SUMMARY OF OLDER PERSONS PLACEMENT
Setting
Community Mental Health Team for Older Persons.
Clients I saw on placement
The ages of clients I saw on this placement ranged from 65 to 83 years. I did a number of 
team generic team assessments and had four ongoing therapy cases (one of which was a 
couple). Much of the work involved assessment for dementia and/or working with issues 
related to dementia. Other aspects of the work included life review.
Therapeutic models used
Mainly psychodynamic -  Jungian.
Experienced gained -  some highlights
• Being supervised jointly with another trainee.
• An experience of being supervised in the psychoanalytic model.
• An increase in skills in neuropsychological and cognitive testing, assessment and 
interpretation of results.
My personal reflections on the placement
I enjoyed this placement. I liked working with older adults and felt I had much respect 
for this client group and the issues they face. My understanding of psychoanalytic theory 
increased, however I did not have much opportunity to work using the psychoanalytic 
model on this placement and this led to my decision to do a specialist psychotherapy 
placement.
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SUMMARY OF OLDER PERSONS CASE REPORT 
Title
A psychometric assessment with a 66 year old man with suspected dementia.
Setting
My fourth placement as a trainee, within a Community Mental Health Team for Older 
Persons.
Assessment
About Mr Jones
Mr Jones was a 66 year old, widowed, middle class, white, British man with English as 
his first language. Mr Jones had two grown up children.
Presenting problems
Mr Jones was referred by the psychiatrist in the Adult team ‘’to rule out early dementia’ 
Mr Jones described concerns about his short-term memory and concentration.
Mr Jones’ history
Mr Jones had been a carer for his wife who died 9 years prior to the assessment. Mr 
Jones had a breakdown, when ‘his legs gave way’ 4 years after his wife died. At this 
time he treatment for a range of physical health problems including hypertension, kidney 
problems and optical shingles. Mr Jones lost a son to an accident three years prior to his 
wife’s death.
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Previous treatment
He was in contact with the adult community mental health team six years after his wife’s 
death for treatment for anxiety and depression.
Formulation
I had a number of hypotheses relating to Mr Jones’ difficulties. These were based on his 
presenting problems and his previous history. These were as follows:
Hypothesis 1: Mr Jones will have a neuropsychological profile consistent with 
Alzheimer’s disease.
Hypothesis 2: Mr Jones will have a neuropsychological profile consistent with Vascular 
Dementia.
Hypothesis 3: Mr Jones ’ changes in cognitive functioning are related to his high blood 
pressure.
Hypothesis 4: Mr Jones ’ changes in cognitive functioning are related to his mental 
health.
Hypothesis 5: Mr Jones ’ changes in cognitive functioning are related to the ‘normal’ 
aging process.
Action plan
To use standardised psychometric tools to assess Mr Jones’ current and past cognitive 
functioning, his memory and mental health.
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Extended assessment:
The Wechsler Test o f Adult Reading (WTAR) (Wechsler, 2001): to estimate premorbid 
intellectual functioning of adults aged 16-89 years (Wechsler, 2001).
The Wechsler Adult Intelligence Scale -  Third Edition (WAIS-III) (Wechsler, 2000): to 
measure current cognitive functioning
The Wechsler Memory Scale -  Third Edition (WMS-III) (Wechsler, 1998): to measure 
current memory functioning.
The Trail Making Test (Reitan & Wolfson, 1993; in Lezak, 1995): to measure executive 
functioning skills, visual scanning, motor skills, attention, and/or cognitive flexibility.
The Controlled Oral Word Association Test (CO WAT): this test is a measure of verbal 
fluency.
The Beck Anxiety Inventory (BAI) (Beck, et a l, 1988): to measure the severity of anxiety.
The Beck Depression Inventory -  Second Edition (BDI-II) (Beck & Steer, 1987): to 
measure the severity of depression.
Outcome
Since no decline in cognitive functioning was indicated by the test results, I fedback to 
Mr Jones and the referrer that it was unlikely that Mr Jones was presenting with the early 
signs of dementia. It was likely that his current difficulties were related to his mental 
health and having unrealistic expectations of what he should be able to expect for his age.
Reflective evaluation
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I found this a challenging, but enjoyable piece of work. At first, I struggled to build a 
therapeutic relationship with Mr Jones. This was related to my feelings of being 
criticised, patronised and ‘not being able to get things right’. Through the use of 
supervision I began to understood Mr Jones’ behaviours. Giving him some control in 
sessions helped us to build a good working therapeutic alliance. By the end of the 
sessions, I felt that both Mr Jones and I had benefited from our encounters.
This piece of work required much time and effort in helping me to build on my 
neurological assessment and interpretation skills.
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SUMMARY OF SPECIALIST PLACEMENT
Setting
Psychotherapy department within a general hospital setting 
Clients I saw on placement
The focus of this placement was therapeutic individual client work. I saw a total of six 
individual patients (four female and two males) and two couples (one which I worked 
jointly with my supervisor). The ages of clients I saw on this placement ranged from 24 
to 64 years.
Therapeutic models used
Psychoanalytic. One of my supervisors was Kleinian and the other 
Kleinian/Independent.
Experienced gained -  some highlights
• Peer supervision on couples work
• Jointly working with qualified psychotherapist
• Hearing about others’ work via case presentations
• Supervision from three psychotherapists
My personal reflections on this placement
This placement provided the opportunity to develop my therapeutic skills in the 
psychoanalytic model. Working in such an intensive manner for a year meant that I left 
the course with more fully developed psychoanalytic skills than other trainees. However, 
the vast shift in practice during this time meant that I felt very deskilled for much of the
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time on placement. I experienced role confusion between wanting to be a clinical 
psychologist and psychotherapist. I found the work personally and professionally 
challenging. I left the placement with more realistic expectations of what I could expect 
from myself and my clients. I am looking forward to consolidating my therapeutic skills 
in a qualified position working with both the CBT and psychoanalytic models.
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SUMMARY OF SPECIALIST CASE REPORT 
Title
Psychoanalytic psychotherapy with a woman in her mid 40s presenting with depression. 
Setting
My final placement: a year long specialist psychotherapy placement.
Assessment 
About Jo
Jo was in her mid 40s, female, middle class, British and had English as her first language. 
She had a husband and a child.
Presenting problems
The referring psychiatrist diagnosed Jo with ‘mixed anxiety and depressive disorder’.
The psychotherapist that assessed Jo thought she suffered postnatal depression after the 
birth of her son which turned into chronic depression. Jo described her presenting 
problems as anxiety, depression and very low self-esteem. Her son had a diagnosis 
relating to behavioural problems and she struggled to manage his behaviour.
Jo’s history
Jo was the youngest of four children. Her mother had mental health problems and her 
older sister (16 years older) looked after Jo when she was young. Jo was made redundant 
from three jobs: the last time was shortly after returning to work after the birth of her son. 
She described herself as having few ‘good’ friends and her family do not live nearby.
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Previous treatment
Jo was admitted to a psychiatric unit after the birth of her son. She received treatment 
from a psychologist for two years after her admission. She also saw a counsellor 10 
years ago after her father’s death. She was seeing a psychiatrist at the time of referral.
Formulation
Because of Jo’s experiences in childhood, I formulated that Jo sees herself as being 
unwanted and burdensome. I think she has an object representation of an unavailable 
mother whose mind is elsewhere and the feelings she experienced were loneliness, anger 
and rejection.
Action plan
1. To provide Jo with an experience of having her feelings contained (Bion, 1967).
2. To provide Jo with an experience of working psychoanalytically.
3. To give Jo an opportunity for a new object relationship, with the hope that this 
will become internalised and lead to a change in assumptions about the self and 
the other (Lemma, 2003).
Intervention
I aimed to provide a holding environment (Winnicott, 1958) for Jo by creating a 
therapeutic space through the use of boundaries (Molnos, 1995). I ensured that I met Jo 
in the same room and at exactly the same time each week. I contained her emotions by 
using interpretations to bring unconscious material into the conscious (Lemma, 2003). 
Because Jo tended to use the defence of intellectualising, I attempted to bring Jo’s
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emotions to the fore by using ‘here and now’ interpretations: interpretations that address 
what was happening in the therapeutic relationship at that point in time (Lemma, 2003).
Outcome
This was a yearlong piece of work and so the work continued after submission of the case 
report. At the time of submission, Jo was ambivalent about the therapy and making 
changes. She was thinking that she might prefer a more structured approach, such as 
CBT, and she was having difficulties withstanding the frustrations of therapy. She was 
beginning to pick up on some of my interpretations and this was a change from the start 
of therapy when they were quickly dismissed. The work was ongoing.
Reflective evaluation
I found this piece of work the most challenging of the cases I have written up for 
submission. I started on placement having limited knowledge and experience of 
psychoanalytic work. I found learning to use a new therapeutic approach difficult. I also 
found it difficult to work with someone who was so ambivalent about therapy. At one 
point, I began to agree with Jo that maybe she would be better with a more supportive 
type of therapy that helped her to build up her defences.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions X
2 Carrying out a structured literature search using information technology and literature 
search tools
X
3 Critically reviewing relevant literature and evaluating research methods X
4 Formulating specific research questions X
5 Writing brief research proposals X
6 Writing detailed research proposals/protocols X
7 Considering issues related to ethical practice in research, including issues of diversity, 
and structuring plans accordingly
X
8 Obtaining approval from a research ethics committee X
9 Obtaining appropriate supervision for research X
10 Obtaining appropriate collaboration for research X
11 Collecting data from research participants X
12 Choosing appropriate design for research questions X
13 Writing patient information and consent forms X
14 Devising and administering questionnaires X
15 Negotiating access to study participants in applied NHS settings X
16 Setting up a data file X
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses X
19 Preparing quantitative data for analysis X
20 Choosing appropriate quantitative data analysis X
21 Summarising results in figures and tables X
22 Conducting semi-structured interviews X
23 Transcribing and analysing interview data using qualitative methods X
24 Choosing appropriate qualitative analyses X
25 Interpreting results from quantitative and qualitative data analysis X
26 Presenting research findings in a variety of contexts X
27 Producing a written report on a research project X
28 Defending own research decisions and analyses X
29 Submitting research reports for publication in peer-reviewed journals or edited book
30 Applying research findings to clinical practice X
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ABSTRACT 
Objectives
To assess whether clients were satisfied with a new early assessment system for 
Psychology appointments, and if not, to identify aspects of dissatisfaction thus to direct 
future improvements to the service.
Setting
Psychology department for working age adults.
Design
A one group posttest-only design.
Main outcome measures
Level of agreement with statements measuring satisfaction with waiting time to 
appointment, communication from the service, understanding from the psychologist and 
overall quality of the service.
Participants
Thirty-two people who went through the early assessment system were sent a postal 
questionnaire and there was a 38% response rate.
Results
45% of participants reported dissatisfaction with the overall quality of the service they 
had received. All but two or three respondents appeared satisfied with the
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communication by the service and the understanding exhibited by the psychologist, 
however a higher level of dissatisfaction was reported with the time waited for their 
initial appointment (N = 6). Nine clients stated they were unhappy with the wait between 
initial appointment and therapy and this appeared to be the aspect of the system that 
clients were least satisfied with.
Conclusions
One of the aims of the early assessment system was to increase client satisfaction and this 
study indicates that this aim may not have been met. Only the views of those in the 
current system were assessed and therefore further work is needed to examine whether 
clients experienced greater satisfaction under the previous system. The service may wish 
to use respondents’ comments to improve the system.
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INTRODUCTION 
Background
Over the last few decades, the Government has published a number of papers, including 
‘Working for Patients’ (Department of Health (DOH), 1989), the National Service 
Framework for Mental Health (DOH, 1999) and more recently ‘The NHS Plan’ (DOH, 
2000) emphasising the importance of involving consumers in the planning and delivery 
of their health care. Client satisfaction surveys are increasingly being used to involve 
consumers within mental health services (Stallard, 1996) and satisfaction has been shown 
to be an important outcome measure in terms of adherence to treatment (Fitzpatrick, 
1991a).
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Research suggests that client satisfaction is associated with a number of different factors 
including time waited for an appointment (Fitzpatrick, 1991a), quality of communication 
and information from the service (Andaleeb, 1998; Fitzpatrick, 1991a) and understanding 
and empathy exhibited from the clinician/therapist (Stallard, Hudson & Davis, 1992).
Current study
New early assessment system for Psychology appointments
The Psychology department, where I was on clinical placement, introduced a new early 
assessment system in January 2003. The aim of this system was to ensure that clients 
were given an initial appointment sooner than under the previous system, to increase both 
efficient use of resources and client satisfaction. This change in practice meant that after 
the initial appointment, clients were placed on a secondary waiting list for therapy as 
opposed to waiting longer and then having an assessment and starting therapy 
immediately (previous system).
This system is comprised of a number of stages (see figure i)
Figure i)
The new early assessment system for Psychology appointments
LEAFLET AND OPT-IN FORM
On receipt of referral the client is sent a leaflet about the psychology service and an opt- 
in form. The client completes and returns the opt-in form if he/she wishes to have a
Psychology appointment.
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APPOINTMENT LETTER AND CORE QUESTIONNAIRE
The client is sent an appointment letter and CORE questionnaire.
APPOINTMENT WITH A PSYCHOLOGIST
The client attends for an appointment with a psychologist.
▼
PLACED ON WAITING LIST FOR THERAPY
If appropriate, the client is placed on a waiting list for therapy.
Exact timings for the dispatch of documentation were not available due to the continual 
revision of the system. However, the service aimed to offer clients an appointment 
within 13 weeks of receipt of the opt-in form (appendix A).
The initial documentation (leaflet and opt-in form, appendix A) was used to encourage 
the client to make an informed choice about attending for an appointment and to provide 
the service with information about the client’s needs. The CORE (Clinical Outcomes and 
Routine Evaluation) questionnaire (appendix A) was used to obtain a baseline measure of 
current mental health and as an outcome measure once clients had been discharged from 
the service.
Rationale for current study
Informal accounts from members of the multidisciplinary team suggested that clients 
were satisfied with the new early assessment system. However, there has been no formal 
evaluation to assess whether this is the case. The study was carried out to assess whether 
clients were satisfied with the new early assessment system and if they were not, to 
investigate which aspects they were dissatisfied with, thus to direct future improvements 
to the service. In particular, satisfaction with wait for appointment, information and 
communication from the service and understanding of the therapist were investigated.
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METHOD 
Setting
A Psychology department for working age adults that accepted referrals from two 
Community Mental Health Teams (CMHT) and from General Practitioners (appendix B, 
for exclusion criteria). Funding for Psychology was 16% of the recommended time per 
CMHT (DOH, 2002) and only 1/3 of referrals come from the CMHTs indicating a very 
under resourced service.
Measures
Due to the lack of a pre-existing tool, a questionnaire was designed to measure 
satisfaction with the early assessment system (appendix C). Research has shown that 
enquiring about specific aspects of a service is more likely to generate comments that 
indicate how changes can be made to improve the service (Stallard & Chadwick, 1991). 
Therefore, to increase construct validity, as well as asking about overall satisfaction with 
the service, the aspects of the early assessment system were broken down and, with a 
particular emphasis on waiting times, communication and understanding of the therapist, 
satisfaction with each of the areas below was measured:
• Leaflet
• Opt-in form
• Appointment letter
• CORE questionnaire
• Appointment with psychologist -  how psychologist presented him/herself and 
information provided (self help)
• Overall satisfaction with service and preference for previous system versus new 
early assessment system.
Items for the questionnaire were generated using current literature, past surveys used by 
the service and expert sampling (appendix D). The front page explained the purpose of
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the study with the aim that this would increase informed consent. The instructions and 
questionnaire items were refined for content and wording through consultation with an 
expert (the lead of the Psychology service who developed the new system) and this 
increased content validity.
The design and layout of the questionnaire took account of previous work on satisfaction 
surveys including the use of simple language, avoidance of double negatives and use of 
both positive and negative items to avoid response bias (Fitzpatrick, 1991a; Fitzpatrick, 
1991b; Viljoen & Wolpert, 2002). A five point likert scale was used with 21 items in 
total. Research indicates that open-ended questions are most likely to reveal criticism 
and constructive feedback about a service (Stallard, Hudson & Davis, 1992) and therefore 
open-ended questions were included for each part of the assessment system.
Design
A one group posttest-only design measuring participants’ satisfaction with the new early 
assessment system.
Participants
Inclusion criteria:
• All those who went through the new early assessment system and were on the 
waiting list to begin therapy -  6 males and 26 females aged between 18 and 65 
years.
Exclusion criteria:
• Those who had not yet been through the entire assessment system (e.g. a person 
who has received the leaflet, but not had an appointment) and so could not answer 
the questionnaire.
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• Those who after initial appointment were not placed on the waiting list for 
therapy due to being inappropriately referred to the service.
• Those who had begun or completed therapy. The service requested that 
these groups were excluded due to the possible effects participation might have 
had on outcome of therapy.
All respondents were female and aged between 25 and 65; all except one were referred to 
the service via their GP with no prior contact with a psychologist. A total of twelve 
participants completed the questionnaire (a 38% response rate). Although this may 
appear low, research suggests that a response rate of less than 40% is not unusual for 
studies using postal questionnaires (Breakwell, Hammond & Fife-Schaw, 2000).
Procedure
The questionnaire was posted to thirty-two participants with a stamped addressed 
envelope for its return. Eight participants completed and returned the questionnaire after 
the first mailing and four participants responded after a second mailing that included an 
additional cover letter (appendix E).
Ethics approval
Ethics approval was not deemed necessary as this project was viewed as part of normal 
audit practice (appendix F).
Data analysis
Due to the small sample size, it was only possible to conduct statistical tests where data 
fulfilled the criteria for non-parametric tests. Where this did not occur, descriptive 
statistics only are reported. Content analysis was conducted on the answers to the open
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ended questions to produce categories to indicate specific aspects o f the service that 
people reported being satisfied and dissatisfied with (appendix G). C ohen’s Kappa inter­
rater agreement index produced values o f  between 0.75 and 1 for each o f  these groups o f 
categories, which is deemed good to excellent reliability (Fliess, 1981 cited in Robson, 
1993).
RESULTS
Overall satisfaction with the psychology service
Figure ii) illustrates that six participants answered ‘agree’ or ‘strongly agree’ and five 
participants answered ‘disagree’ or ‘strongly disagree’ to the statement T am satisfied 
with the quality o f service I have received from the psychology department so far’. This 
indicates that 45% o f participants were not satisfied with the early assessment system.
Figure ii)
Overall satisfaction with the psychology service
'I am satisfied w ith  the quality o f service I have 
received from  the psycho logy departm ent so far'
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Waiting time to appointment
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Only five respondents indicated how long they had waited for their initial appointment. 
The two respondents that stated they had waited one month or less for the appointment 
agreed with the statement ‘the time I waited for an appointment after completing the opt- 
in form was reasonable’ and the three respondents who had waited longer (3 or 6 months) 
disagreed with the statement. 54% o f respondents ‘disagreed’ or ‘strongly disagreed’ 
with the statement ‘the time I waited for an appointment after completing the opt-in form 
was reasonable’ (see figure iii).
Figure iii)
Satisfaction with waiting time to appointment
T h e  time I waited fo r an appointm ent after 
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Information and communication received from the service
Figure iv) illustrates respondents’ level o f agreement or disagreement with items 
measuring communication from the service. Percentages are given to make the results 
easier to interpret, but it should be noted that the num ber o f participants who responded 
to some items was very small (e.g. ‘the self help information was useful’). Figure iv) 
illustrates that in general respondents appeared to be satisfied with the comm unication
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received from the service. Some dissatisfaction was reported with the communication 
received from the psychologist during the appointment.
Figure iv)
Satisfaction with communication from the service
Statement Strongly
agree
Agree Uncertain Disagree Strongly
disagree
The leaflet was clear and easy to 3 7 2 0 0
understand 25% 58% 16% 0% 0%
The leaflet helped me to understand 3 5 4 0 0
what a psychologist does 25% 42% 33% 0% 0%
I understood why I was asked to 1 10 1 0 0
complete the opt-in form 8% 83% 8% 0% 0%
The appointment letter informed me of 1 6 1 2 0
what would happen in the appointment 10% 60% 10% 20% 0%
I understood why I was asked to 2 5 1 0 0
complete the CORE form 25% 63% 13% 0% 0%
The psychologist answered the 1 7 3 0 1
questions I had during the appointment 8% 58% 25% 0% 8%
The psychologist informed me of what 2 6 1 3 0
would happen after the appointment 17% 50% 8% 25% 0%
The self help information was 1 4 0 1 0
useful 17% 67% 0% 17% 0%
Understanding from the psychologist
Figure v) illustrates respondents’ level of agreement or disagreement with items that 
measured empathy and understanding of the psychologist. The data indicated that the 
same participants answered ‘strongly disagree’, ‘disagree’ or ‘uncertain’ for each of the
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three statements, indicating that a few people were dissatisfied but the rest were satisfied 
with the understanding and empathy exhibited by the psychologist.
Figure v)
Satisfaction with understanding from the psychologist
Statement Strongly Agree Uncertain Disagree Strongly
agree disagree
I felt respected by the psychologist 4 6 0 2 0
33% 50% 0% 17% 0%
I felt comfortable talking to the 3 5 2 2 0
psychologist about my problems 25% 42% 17% 17% 0%
The psychologist understood my 2 6 2 1 1
problems 17% 50% 17% 8% 8%
Summary
The results indicated that only 54% of participants rated themselves as being satisfied 
overall with the new early assessment system. When comparing the different aspects of 
the system, there appeared to be less satisfaction with the wait to initial appointment and 
more with the communication and information, and, understanding and empathy of the 
psychologist. However, for all aspects of the system, there were some participants who 
appeared to be dissatisfied.
Further analysis
Relationship between satisfaction and long wait for therapy
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Content analysis on participants’ answers to open ended questions (appendix G) revealed 
much dissatisfaction with the wait respondents were currently experiencing to begin 
therapy (see figure vi).
Figure vi)
Respondents’ suggestions to improve the service
Response Number of participants
Unhappy with long wait to begin therapy 9
Concerned that my case has been forgotten 1
Want more female psychologists 1
Want better funding for service 2
Figure vii) illustrates how long respondents had been waiting to begin therapy. Some 
had their initial appointment within the preceding month and others had their 
appointment over a year ago and still had not started therapy at the time of the study.
Participants were assigned to one of two groups according to whether they agreed 
(answered ‘strongly agree’ or ‘agree’) or disagreed (answered ‘strongly disagree’ or 
‘disagree) with the statement ‘I am satisfied with the quality of service I have received 
from the psychology department so far’. The mean and standard deviation of the time 
waited to begin therapy of these two groups is summarized in figure viii).
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Figure vii)
Num ber o f months ago that respondents had their appointment with the psychologist
Appointment date with psychologist
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Figure  viii)
Overall satisfaction with service and waiting time for therapy
Perception of 
overall service
Number of 
respondents
Minimum 
waiting time
(months)
Maximum 
waiting time
(months)
Mean
waiting
time
Standard
deviation
Satisfied 6 2 16 6.67 5.35
Dissatisfied 5 2 14 8.60 4.67
A Mann W hitney U test found that there was no significant difference in overall 
satisfaction with the service according to the num ber o f months waited to begin therapy 
(z (6, 5) = -0.646. p >0.05, 2-tailed test).
Clients were asked if  they had a choice between the previous assessment system and the 
current system what they would prefer. Five stated they would have preferred to have a
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long wait for initial appointment and then begun therapy immediately (previous system) 
and two stated they would have preferred to be seen early for initial appointment and wait 
for therapy (current system). Four stated that they were unsure and one did not provide 
an answer.
Further suggestions to improve the service
A number of comments made by participants indicated that they were satisfied with the 
assessment system e.g. ‘the leaflet was informative’, ‘I got on well with the psychologist’ 
(appendix G). Comments that indicated dissatisfaction have been categorised below (see 
figure ix).
Figure ix)
Respondents’ comments to open ended questions about the assessment system
Response Number
of participants
I had difficulty in writing my thoughts and feelings down (opt-in) 3
I had difficulty in writing my thoughts and feelings down (CORE) 2
I had concerns that my answers may disqualify me from the
service (opt-in) 1
I had concerns regarding the confidentiality of my answers
as completed form in the waiting room (CORE) 1
I would have liked to have known approximate weeks to appointment 1
The self-help information did not take account of my
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circumstances at home 2
It’s difficult to self help 1
Cannot remember (leaflet)
Cannot remember (opt-in form) 
Cannot remember (appointment letter)
2
3
1
DISCUSSION
Interpretation of results
The results suggested that a number of participants were dissatisfied with the new early 
assessment system. There was much variation in participants’ responses suggesting that 
some people were unhappy with the wait to initial appointment, the communication from 
the service and the understanding conveyed by the psychologist during the appointment, 
but that others appeared satisfied with these aspects of the assessment system. Research 
has shown that these factors are related to overall satisfaction (Fitzpatrick, 1991a, 
Stallard, Hudson & Davis, 1992, Andaleeb, 1998), however size of the sample did not 
permit formal statistics tests to be used to examine this.
Participants reported being unhappy about the long wait they were experiencing prior to 
commencing therapy. However, the relationship between overall satisfaction with the 
service and length of wait for therapy was not found to be significant and therefore it is 
not possible to draw firm conclusions. When asked about a preference for service, five 
participants stated that they would have preferred the previous system of waiting longer 
for an initial appointment and then starting therapy. This provides some evidence that 
participants are not satisfied with the new system, although it is important to 
acknowledge that it is difficult for people to express a preference for a service when they 
have only experienced one of the alternatives. A future study could address this by
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comparing the views of those who experienced the previous system with those in the new 
system.
The results can be used to make improvements to the assessment system, such as 
informing clients’ earlier of when they can expect an appointment and taking account of a 
person’s home circumstances when providing self help information. Consideration could 
be given to how instructions are worded on the documentation, for example, to provide 
some reassurance that the service understands how difficult it is to write feelings down on 
paper (which is already included on the opt-in form) or, if possible, to provide an 
alternative means of clients providing this information.
Limitations of study
A few participants answered ‘cannot remember’ to some of the questions, which may 
indicate lower validity of the questionnaire than previously thought (appendix G). This 
highlights the importance of including all relevant documentation when sending a 
questionnaire so that participants are certain what the questions are referring to.
Although the wording and content of the questionnaire was refined via expert sampling, it 
is possible that some of the items were difficult to understand, supported by many 
participants not answering particular items on the questionnaire, including ‘reading the 
opt-in form helped me to reflect upon my psychological needs’. It is likely that using the 
words ‘think about’ as opposed to ‘reflect’ would have made these items easier to 
understand.
The response rate for this study was low (38%), although not uncharacteristic of a postal 
study (Breakwell, Hammond & Fife-Schaw, 2000), and it may be that non-responders 
differed in their views. All respondents were female, which is not unexpected bearing in 
mind the low number of males on the waiting list, and ranged in age. Contacting 
participants for a third time to inquire about reasons for not responding was deemed
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unethical. It may be that people who did not respond have decided that they no longer 
wish to have therapy, although this cannot be confirmed.
It is possible that the questionnaire was viewed as too long to complete by clients. 
However, I aimed to address this concern in the second follow-up letter by stating that 
participants did not need to provide written answers if they did not wish to (appendix E) 
and comments from respondents indicated that this was not the case (appendix G).
Implications for the service
It is difficult to draw any firm conclusions about this study due to its’ small sample size.
It does appear that people were unhappy with the wait for therapy and this aspect of the 
system may need to be revised. Although, with the lack of resources for psychology 
time, it is unclear what could be done to improve the situation. If the previous system is 
reverted to, people will be waiting even longer to have an appointment and will not have 
the opportunity to benefit from an initial appointment earlier on. More accurate 
communication about the expected waiting time for therapy may increase satisfaction, but 
is likely that participants will remain dissatisfied with the amount of time they have to 
wait. Further research may involve in-depth interviews with people on the waiting list 
asking for their views about the system.
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APPENDIX A
DOCUMENTATION USED IN THE EARLY 
ASSESSMENT SYSTEM
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D ear.
Psychology services in the NHS are almost always overstretched. The result is long waiting lists, 
where those referred may wait months before they can see  a psychologist.
In order to address this situation in our area, we are beginning to a sse ss  clients a s  soon as 
possible after they have been referred in order to determine promptly whether a referral to 
Psychology is the best option.
I would like to offer you an appointment for an assessm ent at .
Please find a map enclosed.
During this session, which will last up to 90 minutes, we will review your individual needs and 
decide if another service might best be able to help you, or whether you should go onto the 
Psychology Waiting List.
If so, we will provide some suggestions for self-help while you wait to see  a  psychologist. We will 
be able to give you some sense  of how much longer you will have to wait to be seen at this 
appointment as well.
Please note that this appointment is for assessm ent only, and will not result In further sessions at 
this time, unless the assessm ent requires an additional session.
Also, please find enclosed a  CORE form, which is part of our ongoing service evaluation. By 
completing it, you are giving more specific Information about your current problem. P lease  bring 
the com pleted form with you to  your first session .
We hope this approach will maximise the utility of the resources we do have, and provide you 
with a somewhat better service than if you waited on the waiting list without being seen at all.
Please telephone the number below to confirm that you intend to come for this appointment. If 
we do not hear from you within 10 days, we will assum e you no longer need an appointment, 
and will remove your name from our waiting list.
Yours sincerely
Chartered Psychologist 
cc.
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How  do I  ob ta in  a consu lta tion?
You will have received this booklet because your 
referrer felt tha t you m ight need psychological help. 
Hopefully, it has helped you to  decide whether or 
not you would like to  see a  P sychologist.
I f  you would like an appointm ent, fill in the en­
closed form  and return it to the address indicated.
A self-addressed envelope is included bu t you will 
need to provide a  stam p. T he form  gives you a 
chance to let us know som ething about how you see 
your difficulties. This w ill enable us to  better un­
derstand and respond to  you r request. I f  you would 
rather not pu t anything in w riting, then leave the 
form  blank, bu t it m ust be returned to  us (w ith your 
nam e, an  address, and date o f  birth).
Y our G P or C onsultan t has been notified tha t we 
have received your referral. If, after reading this 
booklet, you are still undecided about w hether to 
proceed, don't forget tha t you r G P is still a t hand to 
give you expert help in reaching a  decision.
I f  w e have not heard from  you in 30 days, w e will 
assum e that you have decided not to accep t th is ap­
pointm ent opportunity  a t this time. W e w ill notify 
your GP or Consultant, and rem ove your name 
from  ou r files.
P lease note tha t i f  you decide not to  pu rsue this op­
portunity  now, you m ay still do so later. A t that 
tim e p lease con tac t your G P for another referral, 
and w e will send you another appointm ent form.
H ow  long w ill I  hav e  to  w a it fo r  a n  ap p o in tm e n t?
O nce w e receive your form  we w ill p lace you on the 
waiting list. W hilst recognising tha t all the prob ­
lems referred to us need to be given serious attcn-
. tion, because o f  high dem and and short supply  o f  
psychologists, we cannot usually  respond imm edi­
ately except to the m ost urgent situations, where 
things w ould quickly get w orse w ithout ou r help. 
This means tha t m ost people who w ish to consult a 
psychologist will have to w ait a  while fo r their first 
appointment.
I f  you feel your problem  is particularly  urgent, 
p lease explain this as clearly as possible on your 
request form.
How can I  com plain , m ake  suggestions, o r 
say "W ell done"?
1) Y ou can offer com m ents, criticism s or p raise 
directly to your psychologist.
2 ) You can  w rite o r phone ' ' a, H ead o f
Service, D epartm ent o f  Psychology,
e N H S  T rust,
3) I f  you have a  com plaint you w ant to take fu r­
ther, you should w rite to
0 1 9 9 1  
R evision 0  2002
N HS T ru s t
Department of Psychology
Thinking  about requesting  „ 
psychological help?71 1
, , Some"information <• '
to help yo u  decide
1 1 ' A  brief guide (o u  »
P sy ch o lo p  services Y z '  
1 f ' f o r  adults: '' 1
W h a t is a  P sychologist?
A Psychologist is a fu lly  qualified professional 
w ith at least 6 (usually  7) years o f  training and ex­
perience before qualification. Psychologists a re 
also regulated by a  professional charter, which 
m eans tha t you can be  su re tha t your psychologist 
meets high standards o f  practice.
A  Psychologist, unlike a  psychiatrist, is not a 
medical doctor. A lthough he or she m ay w ork w ith 
patients receiving medication, the exclusive tools o f  
the psychologist's trade are skilled listening, talk­
ing and empathie understanding, based upon  ex­
tensive personal experience o f  helping troubled 
people, together w ith  a w ide knowledge o f  scientific 
research.
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W hat sort o f problems do people see psy­
chologists about?
M ost o f  the personal difficulties tha t psychologists 
help people deal w ith  are sim ply m ore intense ver­
sions o f  troubles tha t all people experience to  some 
degree a t certain tim es in their lives, particularly  
feelings o f  anxiety and depression.
T hese feelings could develop after a  traum atic event 
such as a  bereavement, break-up o f  a  relationship, 
or the loss o f  a  job , but often they seem  to  have no 
obvious cause and perhaps may make no sense at 
all.
N o tw o situations are ever exactly alike but, gen­
erally speaking, psychologists w ork  w ith  people 
whose troubles are interfering seriously w ith their 
.lives, or at risk  o f  doing so. Som e com m on exam ­
ples: phobias (irrational fears), depression (pro­
longed and intense low m ood), obsessions (un­
w anted thoughts or im pulses), eating problem s (e.g. 
anorexia), severe conflict in m arital or other rela­
tionships, o r persistent physical sym ptom s w ith no 
identifiable medical basis. Som e experiences that 
people have a t times m ay be rather unusual, and 
psychologists may help with these problem s as well.
W hat is it like to work with a Psychologist?
Â psychologist will:
• listen carefully and take you r difficulties se­
riously.
•  try to understand you  and help you m ake 
sense o f  your difficulties.
•  w here appropriate, offer a therapeutic ap­
proach designed to m eet your own particular 
needs.
•  assist you in arriving at your own solutions 
to your problems - psychological problems 
are not illnesses, although this w ord is often 
use m isleadingly to describe them. You and 
your psychologist w ill establish  a working 
relationship to  try  to help you make sense o f  
and tackle your difficulties. Psychologists 
w ork in different w ays, b u t all psychological 
therapies require a good deal o f  effort on the 
part o f  the client. Even then, although we 
a re confident about our effectiveness, there 
are no guaranteed successes.
« respect your privacy - confidentiality is a 
hallm ark o f  our work. A lthough generally 
we com m unicate w ith  your GP or members 
o f  your C are T eam  about w hat response we 
are m aking to  your problem , no details o f  
w hat you tell us will be disclosed against 
your wishes other than in highly exceptional 
circum stances (i.e. where your safety or the 
safety o f  others is judged to  be a t risk).
W hat will happen when I First consult my 
Psychologist?
A t your first meeting w ith  your psychologist you 
w ill b e  given the opportunity to ta lk  and think about 
your difficulties so  as to build up  as clear as possi­
ble picture o f  them. T he central purpose o f  the first 
meeting is for you and your psychologist to decide 
whether you need and could m ake use o f  the kind o f  
help tha t a psychologist has to  offer.
Sometimes one meeting may be all tha t is needed to 
settle your mind about a  problem . W here it is de­
cided tha t you do need further help  beyond the in i­
tia l consultation, then the psychologist w ill have to 
think about w hether he or she is the best person to 
offer tha t help. This is not always th e  case for a 
variety o f  reasons. I t  m ay be th a t your needs may
be m ore appropriately m et by one o f  a variety  o f  
other helping agencies availab le in the local com ­
munity or in neighbouring regions (for exam ple 
CR U SE if  you are .recen tly . .bereaved). W hatever 
your own situation, you can  be sure tha t your p sy ­
chologist w ill be trying to help you com e up w ith 
the option tha t will best su it your needs.
W hat happens once I decide to take up an 
offer o f psychological help?
W here you and your psychologist agree th a t he or 
she is the best person to  help you , a  specific agree­
ment will then be m ade between you about w hat 
sort o f  w ork will be undertaken, how frequently and 
for how long. T he nature o f  this "contract" will 
depend entirely upon  your individual needs and how 
these fit w ith the kinds o f  therapy your psychologist 
p refers to do (no tw o psychologists are exactly  alike 
either).
F or som e people only a  few  sessions (50 - 60 min­
utes each) are needed, w hilst for others m ore ses­
sions m ay be required. T he key thing to rem em ber 
is that i f  your problem  is longstanding, then it is 
bound to take som e tim e and effort in order to make 
som e im pact on it.
On the other hand, because o f  the sho rt supply o f  
psychologists and the constant dem and for our ser­
vices, we cannot give unlim ited tim e to ou r clients. 
T he longer we give to one individual, couple or 
family, the longer others have to wait.
This makes it a fine balancing ac t between giving 
enough tim e to help you m ake progress, w hilst not 
giving m ore tim e than  is necessary. O ur aim will be 
to help you get things m oving in your life so  that 
once you are discharged from  therapy, you can 
build upon  or a t least m aintain any gains y ou  hhve 
made.
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REQUEST FORM FOR A PSYCHOLOGY APPOINTMENT
N a m e .........................................................................................Date of B ir th .................... :...................
A d d re ss .................................................................................................................... .....................................
....................................................................................................T e l : ..........................................................
Who is your G P ? ............................ ..................................S u rg e ry ....................................................
P le a se  answ er the q u es tio n s  below and on the rev erse  carefully. This will help us to under­
stand  how  b est to he lp  you.
Please  no te  : if you feel unable o r uncom fortable a b o u t answ ering  any of th e se  q u e s­
tions, ju s t  leave them  blank. Be su re  to com plete your personal details, sign  and  date  
the form  (on the back) an d  return it to us.
1. What do you feel is your main problem?
2. How is this problem  affecting your life a t the m om en t?  (For exam ple, is your prob- 
lem(s) stopping you for doing things?)
(P.T.O)
149
Service Related Research Project
3. How is your problem (s) affecting o ther peop le  in your life?
4. If you a re  offered further help after the initial a s se s sm e n t appointm ent, w hat changes 
would you hope to se e ?
I have read the information booklet and would like to se e  a psychologist.
S ig n e d .......................................................  Date
P lease  return this form to : H in ic a l P sy c h o lo g y  D e p a r tm e n t in the ad d re sse d  envelope 
provided. You will need  to provide a p ostage  stam p, if you have any queries, you m ay te le­
phone the  D epartm ent on
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MENTAL HEALTH FOUNDATION
 '
ORFAIMT PLEA SE READ TH IS M R S !
i n t e r n e t s  a b o u t  h o w  ydu have, b een
s ta te m e n t  an d  th .n k  h o w  o ften  you^felt
J U l in ic a l  
/QgrCOMBS in
• R o u t i n e
E V A L U A T IO N  (FV l)
v\A
Over tho last week
1 I have felt terribly alone and isolated
2  I have fe lt ten se , anx ious or nervous
□» □* Q j □» o -  r~iF'
□* □« □ p;
3 I have felt I have so m eo n e  to  turn  to  for support w hen  needed  Q 3 C Î  2 G 3 1 C kI °  ! |f
4 I have felt O.K. a b o u t m yself
5 I have felt totally  lacking in energy and  en thusiasm
6 I have b een  physically  violent to  o thers
7 I have felt able to  co p e  w hen  things go w rong
Q< Q 3 □> 0 °  I I»
□ ?  □> □ >  □> D
□ »  □ -  □> □< r n «
□» □> d
8 I have b een  troubled  by aches , pains or o ther physical problem s F j ( o i [ ^ |  2 [ ^ 4  | |p
9 -  I have th o u g h t of hurting  m yself Q o  Q i  Q j  Q s '  Q t  | | n
io Talking to  people h a s  felt to o  m uch for m e [ ^ 0  2 [ ^ 3  I !f~
i t  Tension and  anxiety h av e  p reven ted  m e doing im portant th ings Q f o  [ ^ 1  2 Q s  | |p..
12 I have been  happy w ith  th e  th ings  I have  done.
13 I hove been  d isturbed by unw an ted  th o u g h ts  arid feelings
14 I have felt like crying
J 4 □* Q2 O1 Q° D
^  a  q '^  O 4 O r
□ °  Q 1' Q 2 Ü 3 Q 4 O w
Suivey : 16
III IE
n e p r tx l jc l io n  a n ti p u b lic a t io n  a re  a llo w ed  b u l vtith  n o  c h a n g e s  a n d  vd thou l p ro lit. F o r  lu r ttie r  in fo r n ia l l c n  te l P T R C  0 1 1 3  2 3 3  1984
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Over the last'week ^
ts ' I h av e  fe!t panic or te rro r J \  -
1 6 - I m àdè  plan's to  -, - ' v .
'17- I h âv e  félt over\yhelm e'd: b'yvm y p ro b le m s  /
18 .1 hav e  had  difficulty getting  to  :sleep ;or s taying asleep 
,19 I h a v e 'fe lt w arm th or affection  for som eo n e
2 0  M y 'p rob lem s have^been im possib le  t o  pu t to  one side
21 I have  been able to  do m ost th in g s  ! n eeded  to
22 I have  th rea te n ed  or intim idated a n o th e r  person
23 1 have  fe lt despairing or h o p e less
24 I h av e  th o u g h t it w ould be b e tte r if I w ere  dead
25 I have  felt criticised by o th e r peop le
2 6  I h av e  th o u g h t I have no friends
27 I have felt unhappy
23 U nw an ted  im ages or m em ories have  been  d istressing me
29 I have  been irritable w hen w ith o th e r people
30 I have  th o u g h t I am to  blam e for my problem s and difficulties
31 I hav e  felt optim istic  abou t m y fu tu re
32 I h a v e  achieved th é  th ings I w an ted  to
33 I h av e  felt hum iliated or sh am ed  by o th e r people
34 I have hu rt m yself physically o r taken  dangerous risks w ith 
my health
□° □' U :_J o* □
Qo Qi , _ j  r Ql; □« I In
□ »  O ' O '  o i : O  
q «-:-0 '  ;0 '  o  Qi Q  
o; O ' : y 0 i : # # i 3  
Q° di-O 'vdv/oiO  
q. d= qv q, Q» D  
o» O' O ' o= q . D
Qo Q. □ '  Q , Q. D  
Qo Q, Q= □= Q. D
Qo O' Q ' Q , Q- □  
Qo Q ' Q i  Qo □< Q
Qo Q' Q= Qo Q* I |i 
Qo Qi Q i Qo ij< | [i
Q» Q. Q . Qo Q. G  
Q° Q' Q ' Q 3 Q< I If
Qo Qo Qi Qi Qo Q
Q« Qo Q , Q, Q» Q  
Qo Q. Qo Q» Q. O :  
Qo Q- Q , Qo Q , □ «
T otal S co res  
tM ean S co res
(T o ta l s c o r e  fo r e a c h  d im e n s io n  d iv id e d .b y , -  '.' 
n u m b e r  o f  i t e m s  c o m p le te d  in t h a t  d im e n s io n )  •
G  [
W ell B e in g !W ) Fu n c t io n in g f F ) R isk (R ) O th e r .  P ro b le m s (P )  G lo b a l
J
Survey: 16 Page : 2
R e p ro d u c tio n  a n d  pu b lic a tio n  a r e  a llo w e d  b u t w ith  n o  c h a n g e s  a n d  w ithou t profit. F o r  lu r th o r  in fn rm a iin n  i - i d t d /~  r
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APPENDIX B 
REFERRAL CRITERIA FOR THE SERVICE
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Proposed Referral Criteria for Working Age Adult Psychology,
NHS Trust
The client is able to benefit from a psychological intervention:
1 ) The client consen ts to the referral;
2) The client h a s  motivation to change;
3) He or sh e  h as  som e ability to se e  their problem in psychological terms;
4) The client is willing to engage  actively in the therapeutic process if therapy
is offered;
5) The client is able to attend consistently during hours when the service is 
provided (currently 9 a.m . -  5 p.m. Monday -  Friday).
Exclusions or modifications:
1) Previous users of a  psychological therapy: th ese  m ay have a lower
priority after re-referral, in order to give a cc ess  to service to those who 
have had none. In any case, previous users m ust have had a  period of at 
least six m onths to integrate the progress achieved in prior therapy before 
re-referral.
2) Forensic patients, where there is a  clear risk to clinicians providing
treatm ent, or who m ay require a specific service aim ed at reducing
offending behaviour. Such clients should be referred to the Community 
Forensic Team , which is in the process of being established.
3) W here another service is more appropriate or equally appropriate and
more easily available, such a s  the Primary C are Counselling Service.
4) W here the referred client is already receiving a psychological therapy or 
intervention from another service (NHS or private).
5) Those clients who are  suffering an acu te  severe  psychiatric episode 
(psychosis, mania, depression).
6) Clients w hose need for service is directly related to managing the 
co n sequences of physical health problems. Such clients should be 
referred to the Health Psychology Service. This is in the process of being 
established.
7) W here the client h as a major substance m isuse problem. Such clients 
should be referred to the Community S ubstance Misuse service.
8) W here the client h as significant cognitive impairment which would impact 
their ability to u se  psychological therapies, e.g . severe  memory problems. 
An appropriate referral to another service would be contem plated in this 
circum stance.
9) W here there  is a  current significant risk of suicide, or self-harm, or harm to 
others, psychological therapies should not be considered a s  the treatment 
of first choice. Instead, referral to psychiatric services (CMHT) may be 
indicated.
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APPENDIX C 
QUESTIONNAIRE
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Your views about our Psychology service
In order to continually improve our service we are asking for the views o f all 
people who have had an assessment with a psychologist at x in the last year and 
are waiting to begin therapy.
W hen you were referred to the psychology service, you were sent a leaflet and an 
opt-in form that you kindly completed and returned. You were then sent an 
appointment letter and in many cases, a CORE questionnaire, prior to attending an 
appointment with a psychologist. You may have been given self-help information 
(information given by psychologist to aid you in managing your difficulties) 
during this appointment.
We are interested in your views and opinions about the leaflet, opt-in form , 
appointment letter, CORE questionnaire, self-help information and interaction 
with the psychologist.
All answers are anonymous, the psychologist you are seeing will not see your 
questionnaire and the care you receive will not be affected.
This questionnaire should not take too long to complete and we would be grateful 
i f  you could spare the time to help us by answering the questions. Please return 
the completed questionnaire in the enclosed stamped addressed envelope no later 
than 5th M arch  2004. I f  you have any queries, please contact x, Trainee Clinical 
Psychologist at x on x.
Please tick, fill in or circle the answers as appropriate; please try to answer all the 
questions.
THANK YOU FOR YOUR TIME.
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INFORMATION ABOUT YOU 
Please tick one box to answer each question.
Sex: Male d  Female d
Age: 18-25 D  26-35 D  36-45 D  46- 55 D  56-65  0  6 5 + 0
Who referred you to the psychology service?
Your GP d
A member of Community Mental Health Team, e.g. Psychiatrist or CPN d  
Please write your answers for each question on the dotted line.
Approximate date you saw a psychologist: .......................................................
Have you ever seen a psychologist before the appointment with our service? If so, please 
state where, when and for how long.
Between the time you were referred to the psychology service and now, other than a 
psychologist, have you seen a member of the Community Mental Health Team? If so, 
please state who and how often
Approximately, how long did you wait to receive the leaflet about the psychology service 
after being referred?
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THE LEAFLET
We are interested in your views about the leaflet you were sent before you had an 
appointment with a psychologist. W hen we received your referral from your 
GP/member o f the CMHT, you were sent this leaflet describing the nature o f the 
psychology service. This leaflet aims to provide you with information to enable 
you to make an informed decision as to whether you would like an appointment 
with a psychologist.
Please tick one box to indicate your level of agreement with each 
statement.
Strongly Agree Uncertain Disagree 
Agree
The time I waited to receive the leaflet 
was reasonable
□ □ □ □
Strongly
Disagree
□
The leaflet was clear and easy to 
understand
□ □ □ □ □
The leaflet helped me to understand what 
a psychologist does
□ □ □ □ □
What did you think of the leaflet? {please write your answer on the dotted line and 
continue on page 7 i f  necessary)
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THE OPT-IN FORM
When you were sent the leaflet describing the psychology service, you were sent an opt- 
in form that you were requested to complete and send back if you wished to have an 
appointment with a psychologist. The opt-in form asked for some basic details such as 
your name, age and address and these were the only questions that you were requested to 
complete. If happy to do so, you answered four questions about your psychological 
difficulties and what you would like to get from seeing a psychologist. We are interested 
in your views on the opt-in form.
Did you answer all the questions on the opt-in form? (please tick one box)
Yes □  No D “  □
Remember
Please tick one box to indicate your level of agreement with each statement.
I understood why I was asked to 
complete the opt-in form
Reading the opt-in form helped 
me to reflect on my psychological 
needs
I found the questions on the opt-in 
form difficult to answer
W hat did you think of the opt-in form? {please write your answer on the dotted line 
and continue on page 7 if  necessary)
Strongly Agree Uncertain Disagree Strongly Disagree 
Agree
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
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APPOINTMENT LETTER
After you returned the opt-in form you were sent a letter detailing the date and 
time o f your appointment with a psychologist.
Approximately, how long did you wait for an appointment with a psychologist after 
sending the opt-in form back? (please write your answer on the dotted line)
Please tick one box to indicate your level of agreement with each statement.
The time I waited for an appointment 
after completing the opt-in form was 
reasonable
Strongly
Agree
□
Agree Uncertain Disagree Strongly
Disagree
□ 0 D  □
The appointment letter was clear and 
easy to understand
□ □ D □ □
The appointment letter informed me 
of what would happen in the 
appointment
□ D □ □ □
W hat did you think of the appointment letter? (please write your answer on the dotted 
line and continue on page 7 if  necessary)
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CORE QUESTIONNAIRE
When you were sent the appointment letter, in many cases you would have been sent the 
CORE questionnaire. This is a tick box questionnaire asking about your current 
psychological symptoms. You may have brought this to your appointment with the 
psychologist or have completed this questionnaire immediately prior to your appointment 
whilst in the waiting room or after your appointment with the psychologist. If you did 
not complete this questionnaire please go to page 7.
When you were sent the appointment letter, did you receive a CORE questionnaire at the 
same time? (please tick one box)
Cannot
Yes No
Remember
□ □ D
Did you complete the CORE questionnaire prior to the appointment? (please tick one box)
Cannot
Yes No
Remember
□ □ □
Please tick one box to indicate vour level o f agreement with each statement.
I understood why I was asked to 
complete the CORE questionnaire
I found the CORE questionnaire easy to 
complete
The questions asked on the CORE 
questionnaire accurately reflected my 
problems
Strongly Agree Uncertain Disagree Strongly
Agree Disagree
0  0  0  0  D
□ □ □ □ □
0 0 0 0 □
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YOUR APPOINTMENT WITH THE PSYCHOLOGIST
The next three pages ask for your opinions and views about your appointment with 
the psychologist.
On arrival at x, for your appointment with the psychologist, how minutes did you 
wait to be seen? (please tick one box)
0-4 5-9 10-14 15-19 20+
□ □ □ □ □
Please tick one box to indicate your level of agreement with each 
statement.
Strongly Agree Uncertain Disagree 
Agree
The time I waited in the waiting 
room was reasonable
□ □ □ □
Strongly
Disagree
□
Extra space to answer questions if needed
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YOUR APPOINTMENT WITH THE PSYCHOLOGIST (2)
Please tick one box to indicate vour level of agreement with each statement.
Strongly Agree Uncertain Disagree Strongly
Agree Disagree
I felt respected by the psychologist □ □ □ □ □
I felt comfortable talking to the
□ □ □ □ □
psychologist about my problems
The psychologist understood my 
problems
□ □ □ □ □
The psychologist answered the 
questions I had during the □ □ □ □ □
appointment
The psychologist informed me of 
what would happen after the □ □ □ □ □
appointment
I found my session with the 
psychologist helpful
□ □ □ □ □
How did you get on with the psychologist during the appointment? {please write your
answer on the dotted line).
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SELF HELP INFORMATION
During your appointment with the psychologist, you may or may not have been 
given self-help information. This is information, either verbal or written, that may 
aid you in managing your psychological difficulties.
Did you receive any self-help information during the appointment with the 
psychologist? (please tick one box)
Yes No Cannot Remember
□
If no, please go to page 10.
Was this information written? (please tick one box)
Yes
□
□
No
□
□
Cannot Remember
□
Please tick one box to indicate your level of agreement with each 
statement.
Strongly Agree Uncertain Disagree 
Agree
The self-help information was useful Q  Q  Q  |—|
Strongly
Disagree
□
Have you read this information since your appointment? (please tick one box)
Yes No Cannot Remember
0 0 0
What did you think of the self-help information? (please write your answer on the 
dotted line and continue on page 7 i f  necessary)
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OVERALL SATISFACTION WITH THE PSYCHOLOGY SERVICE
Please tick one box to indicate vour level of agreement with each statement.
Strongly Agree Uncertain Disagree Strongly
Agree Disagree
I am satisfied with the quality of the
service I have received from the 0  EU EZI 0  0
psychology department so far
Our service currently meets with people as soon as possible after they have been referred 
(usually within 4 months) and then they are placed on a waiting list for therapy (currently 
6-9 months after this appointment). An alternative to this would be for people to wait a 
longer time, approximately 10 months to a year and then to have their initial appointment 
and start therapy immediately. We are interested in your views on these two ideas. If 
there was a choice would you choose:
Please tick one box.
Being seen earlier but having a long wait for therapy (current system) 0
OR
Waiting a long time for first appointment and then starting therapy straight away EZI
OR
Uncertain. EZI
Do you have any suggestions to enable our service to suit you better? (please write 
your answers to each question on the dotted line and continue on page 7 if  necessary)
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W hat was it like completing this questionnaire? For example, was it too long or too 
short? (please write your answer on the dotted line).
THANK YOU FOR TAKING THE TIME TO COMPLETE THIS
QUESTIONNAIRE.
PLEASE SEND THIS BACK TO US IN THE STAMPED 
ADDRESSED ENVELOPE BY 
5th MARCH 2004.
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APPENDIX D 
DEVELOPMENT OF QUESTIONNAIRE
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Client Code:
(Office u se  only) 
U se r S a tis fac tio n  S u rv ey  fo r  x  P sy ch o lo g y  S e rv ice
Our departm ent is conducting a  survey, involving all our u sers, in order to ga ther 
opinions on our service. W e value your views of our service, so  p lease  take  your 
time in filling out this questionnaire. Your participation is entirely voluntary, and 
information given by you will be  strictly confidential and  be used  for audit and 
research  p u rposes only. P lease  try to an sw er all of the questions, including th o se  
on the  reverse  of this page.
P lease  circle on the  following sc a le s  th e  point which you feel b e s t d escribes your 
opinions.
1. Overall, how satisfied a re  you with the serv ice that you received from our 
departm ent?
Very Satisfied Uncertain Very Dissatisfied
Satisfied Dissatisfied
Did therapy help you to sort out your problem s/sym ptom s;
Completely Uncertain Not a t all
I-----------------1---------------------1----------------1------------------- 1
Pretty Much Not Really
3. How confident do you feel in the long term  with sustaining any changes that you may 
have m ade through therapy?
Totally Undecided Not a t all
I-----------------1-------------------- 1--------------- 1--------------------1
Quite Not very
4. In your own words, if you would like to, p lea se  describe  your own experience 
of the therapy you received from your psychologist
Service Related Research Project
5. P lease circle a  point on the following sca les which you feel describes your 
view of whether your psychologist:
a) Understood you?
Completely Uncertain Not At All
I--------------------1--------------------1--------------------1------------------ 1
Quite a lot Not Much
b) Made herself/himself clear to you?
Completely Uncertain Not At All
I--------------------1--------------------1--------------------1------------------- 1
Quite a  lot Not Much
c) Respected you?
Completely Uncertain Not At All
i--------------------1------------------- 1--------------------1------------------ 1
Quite a lot Not Much
6. Would you:
(P lease tick a box)
a) Refer a friend to this department? Y es □  No EH
b) Come back if you needed more help? Y es 0  No 0
Do you have any suggestions to enable our service to suit you better?
If you have any other comments, please write them below.
8. P lease tick the box if it would be OK if w e put this survey in your file for your 
psychologist to s e e ?  0
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PSYCHOLOGY SERVICE EVALUATION
1. Age: Under 25 25-35 . 36-45 46-55 Over 55
2. Sex: AAale/Femole 3. Are you: Attached/Unattached
4. Approximately how long did you wait to see a psychologist for your first 
(assessment) appointment?
........................................................ weeks
5. How do you feel about this length of time?
Very satisfied Satisfied Acceptable Quite long Too long
6. Did you see 1 or 2 psychologists at your assessment appointment? 1 / 2
7. I f  applicable, approximately how long did you wait between your assessment and 
subsequent appointments?
 ...........      weeks
8. How do you feel about this length of time?
Very satisfied Satisfied Acceptable Quite long Too long
9. Approximately how many sessions did you have with the psychologist?
10. What was the main problem and/or aspects of it which led to referral to the 
psychologist?
. 11. When you saw the Psychologist how did you find talking about the problem?
Very easy Easy Quite easy A little Very difficult
difficult
12. How satisfied were you with the kind of help received?
Very satisfied Mostly Somewhat Slightly Very
Satisfied satisfied dissatisfied dissatisfied
13. How much did the problems which led to referral to the Psychologist interfere 
in your life?
A great deal Quite a lot Sometimes Rarely Not at all
14. How much do these problems interfere in your life rotV?
A great deal Quite a lot Sometimes Rarely Not at all
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15.1 think the main problems which brought me to the Psychologist have been 
resolved:
Yes, very much . Yes, for the Only a little No, problems No, problems
so most part progress ore a little much worse
worse than before
16. If you are now better able to manage the problem, do you think this was helped 
by the Psychologist’s advice?
Yes, definitely Yes, probably Maybe No, I  don't No, definitely
think so not
17. If you felt, in need of help again, would you choose to see a Psychologist?
Yes, definitely Yes, probably Maybe No, I  don't No, definitely
think so not
Please say why this is
IB. How much did the psychologist help you understand your problem?
Very much Quite a lot A little Not much Not a t all
19. V/as there any thing(s) the Psychologist said to you which was helpful or which 
really stuck in your head and marked a turning point? I f  so please tell us what 
this was:
20. Was there anything which was unhelpful or that you had hoped the Psychologist 
would do or say that was not done?
21. Please write below any additional comments you may have relating to your ; ;
treatment, the appointment times, the location etc.
j
Thank you for taking the time to complete this questionnaire. | !
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Generation of questionnaire items to measure satisfaction (1)
Item on questionnaire
Gender
Was expert sampling used to generate the 
item? What was the thinking behind 
including the Item?
Support for the item in theTiterature
Yes -  there may be differences in the 
responses o f  men and women. Included on 
previous satisfaction survey used by service.
Age Yes -  there may be differences in responses 
o f  people o f  vaiying ages. Included on 
previous satisfaction survey used by service.
Who referred you io the psychology service? 
Approximate date you saw the psychologist
Yes -  there may be differences according to 
referral source
Prior satisfaction with a similar service influences current 
satisfaction (John, 1992; Ross, 1987)
Yes -  people who have waited longer to 
begin therapy may be more dissatisfied. 
Included on previous satisfaction survey- 
used by  .service............. .. ..........................
Dissatisfaction is related to waiting for an appointment 
(Fitzpatrick, 1991a)
Prior satisfaction with a similar service influences current 
satisfaction (John, 1992)
Have you seen a psychologist before?
Are you in current contact with a CMHT member?
Yes -  prior experience with a psychologist 
may affect satisfaction
Yes -  people may be less satisfied If they
have no ongoing contact with a mental
healthnrofessional
Yes -  the longer people wait, the less
satisfied they may be
Dissatisfaction is related to waiting for an appointment 
(Fitzpatrick, 1991a)
How long did you wait to receive the leaflet?
'T he leaflet was clear and easy to understand* Y es-p o ssib le  relationship between 
perceived quality o f  communication and 
satisfaction
The better the communication perceived by the client, the 
greater the satisfaction (Andaleeb, 1998), Clients’ 
perception that they have been provided with poor 
information is related to dissatisfaction (Fitzpatrick, 
1991a).
’The leaflet helped me to understand what a 
psychologist does’
Yes -  possible relationship between 
perceived quality o f  communication and 
satisfaction
The better the communication perceived by the client, the 
greater the satisfaction (/Andaleeb, 1998). Clients’ 
perception that they have been provided with poor 
information is related to dissatisfaction (Fitzpatrick,
1991a)._____________________________________ __________
Generation of questionnaire items to m easure satisfaction (2)
Item on questionnaire
'I  understood why 1 was asked to complete the opt- 
in form’
'Reading the opt-in form helped me to reflect on
my£sychologicaljieedX_____________
1  found the questions on the opt-in form difficult to
answer* _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
'The time I waited for an appointment alter 
completing the opt-in form was reasonable*
'The appointment letter wits clear and easy to 
understand*
’The appointment letter informed me o f  what would 
happen in the appointment’
I understood why I was asked to complete the 
CORE questionnaire*
'[  found the CORE questionnaire easy to complete’
W as expert sam pling used to generate the 
item ? W hat was the thinking behind 
including the item ?_ _ _ _ _ _ _ _ _ _ _ _ _ _
Yes -  possible relationship between 
perceived quality o f  communication and 
satisfaction
Yes -  opportunity to communicate needs.
may be related to satisfaction_ _ _ _ _ _ _ _ _ _
Yes -"feeling unable to answer the questions 
may be related to satisfaction 
Yes -  possible relationship between 
perception that have waited a long time and 
satisfaction. Included on previous
satisfaction survey used by service._ _ _ _ _
Yes -  possible relationship between 
perceived quality o f  commun ication and 
satisfaction
Yes -  possible relationship between 
perceived quality o f communication and 
satisfaction
Yes -  possible relationship between 
perceived quality o f communication and 
satisfaction
Yes -  possible relationship between being 
unable to answer the questions may be 
related to satisfaction
Support for the item In the literature
The better the communication perceived by the client, the 
greater the satisfaction (Andalceb, 1998). Clients’ 
perception that they have been provided with poor 
information is related to dissatisfaction (Fitzpatrick.
1991 a)
Dissatisfaction is related to waiting for an appointment 
(Fitzpatrick, 1991 a)
The better the communication perceived by the client, the 
greater the satisfaction (Andaleeb, 1998). Clients’ 
perception that they have been provided with poor 
information is related to dissatisfaction (Fitzpatrick,
1991 a ) . _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
The better the communication perceived iy  the client, the 
greater the satisfaction (Andaleeb, 1998). Clients’ 
perception that they have been provided with poor 
information is related to dissatisfaction (Fitzpatrick,
199 1 a)._ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
The better the communication perceived by the client, the 
greater the satisfaction (Andaleeb, 1998), Clients’ 
perception that they have been provided with poor 
information is related to dissatisfaction (Fitzpatrick.
1991 a)._ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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Generation of questionnaire items to measure satisfaction (3)
Ittm  on questionnaire W as expert sam pling used to  generate the 
item? W hat was the th inking behind 
including the item?
S upport for the  item in the literatu re
'The questions asked on the CORE questionnaire 
accurately reflected my problems’
Yes -  possible relationship between the 
questions applied to the client and his/her 
satisfaction
Dissatisfaction is related to waiting at clinics (Fitzpatrick. 
1991a)
’The time 1 waited in the waiting room was 
reasonable'
Yes -  possible relationship between 
perception that have waited a long time and 
satisfaction
’I felt respected by the psychologist* Yes -  feeling listened to and respected and 
satisfaction. Included on previous 
satisfaction survey used by service,
Understanding and empathy exhibited by therapist and 
satisfaction (Stallard, Hudson & Davis, 1992)
' t  felt comfortable talking to the psychologist’ Yes -  being able to communicate well with 
the psychologist and satisfaction
Understanding and empathy exhibited by therapist and 
satisfaction (Stallard, Hudson â Davis, 1992). The better 
the communication perceived by the client, the greater the 
satisfaction (Andaleeb, 199S)
'The psychologist understood my problems’ Yes - being able to communicate well with 
the psychologist and satisfaction. Included 
on previous satisfaction survey used by 
service.
Understanding and empathy exhibited by therapist and 
satisfaction (Stallard, Hudson & Davis, 1992). The better 
the communication perceived by the client, the greater the
satisfaction (Andaleeb, 1998)__ _ _ _ _ _ _ _ _ _ _ _ _ _ _
The better the communication perceived iy  the client, the 
greater the satisfaction (Andaleeb, 1998). Clients’ 
perception that they have been provided with poor 
information is related to dissatisfaction (Fitzpatrick,
1991a)._ _ _ _ _ _ _ ___ _ _ _ _ _ _ _ _ _ _
Clients1 perception that they have been provided with poor 
information is related to dissatisfaction (Fitzpatrick,
1991a). The better the communication perceived by the 
client, the greater the satisfaction (Andaleeb, 1998).
’The psychologist answered the questions I had 
during the appointment’
Yes - being able to communicate well with 
the psychologist and satisfaction
’The psychologist informed me of what would 
happen after the appointment’
Yes -  being provided with information and 
satisfaction
'I  found my session with the psychologist helpfUT Yes -  being helped and satisfaction. 
Included on previous satisfaction survey 
used by service.
‘The self help information was useful’ Yes -  receiving helpful information and 
satisfaction
Clients’ perception that they have been provided with poor 
information is related to dissatisfaction (Fitzpatrick, 1991a
Generation of questionnaire items to measure satisfaction (4)
Item on questionnaire W as expert sam pling used to generate the 
item? W hat was the thinking behind 
including the item?
Support for the Item in the literature
’I am satisfied with the quality o f  service I have 
received from the psychology department so far’
Yes -  direct question asking about 
satisfaction. Included on previous 
satisfaction survey used by service.
Question regarding hypothetical choice o f  service Yes -  the service needs to know what people 
would like i f  there is a choice available
People tend to say they are satisfied i f  they do not know  
what the alternatives are (Sheppard. 1993, in Hutchings, 
199$)
All the open ended questions at the bottom o f  each 
- P E L . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Yes -  individuals’ comments may be most 
useful in improving the service
Open ended questions are more likely to elicit criticisms 
(Stallard, Hudson & Davis, 1992)
’Do you have any suggestions to enable our service 
to suit you better?’
Yes -  direct question about how to improve 
service, Included on previous satisfaction 
survey used by service,
S â m itA Yes -  concerns about users' time.
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FOLLOW-UP LETTER
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x
Mr/Ms x
10lh March 2004 
Dear
Re: The Psychology service at x
We recently sent a questionnaire to all the people who have had an appointment with a 
psychologist at x and are waiting to begin therapy. Thank you to those who have taken 
the time to complete and return this questionnaire. We are grateful for your views.
Your answers to the questionnaire are vital in letting us know how the service is meeting 
your needs. If you are happy, we would like to hear about this, if you feel we could be 
making improvements we are keen for you to tell us about this. We understand that the 
questionnaire may appear long, but you only need to write comments where you wish to 
and any feedback you can give us is most appreciated.
For those who have not had a chance to complete their questionnaire yet, we would be 
most grateful if you could so do and return it in the stamped addressed envelope that was 
previously provided. If would like to discuss this questionnaire with someone prior to 
completing it, please telephone x asking to speak with x. If you require a further 
questionnaire or envelope, please telephone x leaving a message at reception indicating 
this. Your time and help with this is most appreciated.
Best wishes
Yours sincerely
X
Trainee Clinical Psychologist
x
Consultant Clinical Psychologist
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ETHICS SCRUTINY FORM
176
Service Related Research Project
University of Surrey
P s y c h D  C l i n i c a l  P s y c h o l o g y
Service Related Research Project 
Ethical Scrutiny Form
The nature o f  the proposed project is such that I am satisfied that it will not require scrutiny 
by the trust’s ethical committee.
Name o f Field/Placement Supervisor:.........
Signature o f  Field/Placement Supervisor:
A -  C T A
Name o f Trainee:......... .......................................
Title o f  SRRP: /  Jr............................. ............. ............
.....
   ..................
Date:
CF C:Vhark)tt\jamcsVthicsokform.doc
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APPENDIX G 
PARTICIPANTS’ COMMENTS
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LEAFLET
Participant b -  ‘can’t remember’
Participant c -  ‘your leaflet was spot on.’
Participant e -  ‘informative to me and of the person who would see me’
Participant f -  ‘the leaflet was clear and easy to understand and helped me to understand 
what a psychologist does but it was so long ago that I received this leaflet that I have 
forgotten any details about it’
Participant g -  ‘the leaflet was informative and appropriate’
Participant j -  ‘I can’t remember the leaflet’
Participant 1 -  ‘very informative. A very clear description of the psychology service’.
What did you think of the leaflet?
Frequency 1 Response
5 The leaflet was informative of the service
3 Cannot remember
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OPT-IN FORM
Participant b -  ‘can’t remember’
Participant e -  ‘helped me to reflect on my decision of seeing a psychologist’.
Participant f -  ‘I can’t remember -  it was so long ago’
Participant g -  ‘I felt it difficult to write down many items on the form’
Participant h -  ‘It was difficult to know how much detail to include. I was unsure 
whether my answers might ‘disqualify’ me from receiving a service so I was a bit wary’.
Participant] -  ‘I find it very difficult to write down my thoughts and feelings and I felt 
very inadequate in my answers’.
Participant 1 -  ‘very clear and easy to understand. It would enable a person to clarify 
their problem and identify the impact it has on their life and other people’s lives’.
What did you think of the opt-in form?
Frequency 1 Response
1 Aided my understanding of my problems
1 Aided my decision to see a psychologist
3 Difficulty in writing thoughts and feelings down
1 Concerns regarding answers disqualifying from service
2 Cannot remember
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APPOINTMENT LETTER
Participant c -  T realise its difficult to say when I should have expected the appointment 
date but it would have been easier to cope if I’d been told how many weeks I should 
expect to wait rather than I might have to wait a long time’
Participant f -  ‘can’t remember’
What did you think of the appointment letter?
Frequency 1 Response
1 Would have like to have known approximate weeks to appointment
1 Cannot remember
CORE QUESTIONNAIRE
Participant c -  ‘By necessity very probing! It was having to face the issues/problems for 
one and not knowing how to say I felt for another. It was a very painful experience but as 
I struggled through it, it helped me more clearly define my goal, I think’.
Participant g -  ‘I also found this difficult to write certain aspects of problems down on 
paper’.
Participant h -  T had to do it in the waiting room and felt uncomfortable that it was not 
confidential’.
What did you think of the CORE questionnaire?
Frequency 1 Response
2 Difficulty in writing thoughts and feelings down
1 Aided my understanding of my problems
1 Concerns regarding confidentiality of answers as
completedin waiting room
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APPOINTMENT WITH PSYCHOLOGIST
Participant b -  ‘the psychologist I saw did not understand the root cause of my problems. 
I do a very good job of masking my real problems and he did not see through this.’
Participant c -  T would have liked to have known the psychologist was running late’.
‘We got on very well. Two way exchange was good. I felt included in the process. 
Whether this is because I have a mature understanding or not, I’m not sure, but I think 
so.’
Participant e -  T thought he was very understanding, made me feel at ease, gave me 
confidence about my own self through his empathy. I enjoyed speaking with him, 
knowing of course that he was a psychologist.’
Participant e T am pleased with the results of my ‘one o ff consultation. Obviously 
nothing is wrong with my mind and that is a good result’.
Participant g -  T felt very comfortable with him. Unfortunately I felt I hadn’t progressed 
in any way by speaking to him. I think I thought he would be able to help me more.’
Participant h -  ‘He gave me a very long appointment which was extremely valuable in 
itself. He acquired a lot of information and made very useful suggestions. I also felt I 
could get further help although I did feel I might not appear to have any severe problems.
Participant j -  T was pleased with the way the appointment went. The psychologist said 
something that no one had ever said before which I found helpful’.
Participant k -  ‘the psychologist was very nice, but unfortunately I don’t think she helped 
me much. Its not because of her but because of the waiting time.
Participant 1 -  T felt that I got on well with the psychologist and he treated me with 
respect.’
How did you get on with the psychologist during the appointment?
Frequency 1 2 Response
5 Got on well with psychologist (empathy, respect)
2 The psychologist provided useful information
1 Reassurance that there is nothing wrong with my mind
1 Reassurance that I can get further help
1 I valued the long appointment
1 I would like to have known the psychologist was running late
1 The psychologist did not understand my problems
2 The session could have been more helpful
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SELF HELP INFORMATION
Participant b -  ‘utter rubbish’.
Participant f -  ‘good, but waiting time for treatment has been too long so the self help 
information isn’t working anymore’.
Participant g -  ‘a lot of the treatment plan he had given me was to spend time relaxing 
and trying to understand how I was feeling. I had hoped the sessions would be able to do 
this for me. It was probably the only time I have away from the family. I have since has 
a baby and it was suggested to me that we reassess the situation after the baby was bom, 
as you can appreciate I have even less time to myself now. I would have liked continual 
appointments away from the home and the children. A lot of details that were given to 
me unfortunately I have found hard to do as I am very busy trying to bring up a young 
family - 1 do not have a lot of time on my own! ’
Participant h -  ‘very useful -  although sometimes it is very difficult to self help’.
What did you think of the self help information?
Frequency 1 Response
2 The self help information did not take account o f  my circumstances at home
1 Its difficult to ‘self help’
1 The self help information was not useful
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OVERALL SATISFACTION WITH THE PSYCHOLOGY SERVICE
Participant b -  ‘the NHS should fund you better’.
Participant b -  ‘my first appointment was double booked, so I had to wait for another’
Participant d -  ‘the time lapse between doctor referral and actual therapy is far too long’
Participant e -  ‘when one asks the GP for this kind of interview, I believe that waiting too 
long may be damaging.
Participant f -  ‘I’m really disappointed with the long wait to starting my treatment. Its 
not fair and I feel very let down’.
Participant f -  ‘employ more staff i.e. psychologist -  females’.
Participant g -  ‘I would have liked the appointment a bit earlier but I am also aware of 
the restrictions and funding within the NHS. I also understand that you probably 
prioritise patient appointments’
Participant h -  ‘I suppose the obvious thing is the long wait but I know that the service is 
stretched and there is a great need for more psychologists.
Participant k -  ‘I believe that some people really need help and I think you should see 
them within one month and start therapy immediately after. Personally I am still waiting 
and I don’t know if you are even thinking about my case. No-one has got in touch with 
me and its been 12 months. I even had to start taking pills which I really didn’t want!’
Participant k - Its been one year and apart from this appointment I didn’t hear anything 
more, which is very upsetting because if you go and see a doctor it usually means that 
you are seeking help. And personally I think it is unacceptable to wait that long.
Participant 1 -  ‘a shorter waiting list for therapy’
Do you have any suggestions to improve the service?
Frequency 1 Response
9 Unhappy with long wait to begin therapy
1 Concerned that my case has been forgotten
1 Want more female psychologists
2 Want better funding for service
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COMPLETING THE QUESTIONNAIRE
Participant b -  ‘not a problem’
Participant c - ‘length seems about right. Doesn’t take too long to fill in’
Participant d -  T find it hard to concentrate on anything at the moment other than my 
current problems’
Participant e -  T only regret that my memory would not allow me to be more precise. In 
my case, the length of it was okay’.
Participant f -  T feel I need to see a psychologist to help me face my problems in my life’
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APPENDIX H 
EVIDENCE OF FEEDBACK TO SERVICE
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Health and Social Care
NHS Trust
T u e sd a y  20  July  2004
To W hom  It May C oncern:
Mrs B arbara  P arish  m ad e  an  oral p resen ta tio n  of th e  resu lts  of h e r  S erv ice  R elated  
R e se a rc h  Project, a  stu d y  of client sa tisfaction  with th e  P sychology  S erv ice  Early 
A s se ssm e n t S ystem , to  th e  W orking A ge Adult P sychology S erv ice  for th e  W este rn  
R egion of W es t S u s se x  Health and  Social C are  NHS T rust on 14th Ju ly  2004.
Y ours faithfully,
Dr J M E vans, C onsu ltan t Clinical P sychologist 
H ead  of W AMHS Psychology, W este rn  Region 
W es t S u s se x  H ealth an d  Social C are  NHS T rust 
C h ichester, W e s t S u s se x
INVESTORS LN PEOPLE
Adult Mental Health Psychology Service
Chichester, West Sussex P019 1BX
■ el: 01243 623400
Chairman Glynn Jones Chief Executive Lisa R odrigues
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Major Research Project
‘Hearing Voices and Relating Styles: Exploring the similarities between 
relating with the voice and with people in one’s social world in clinical and
non clinical samples’.
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ABSTRACT
Research has shown that people who hear voices may or may not be in contact with 
mental health services (clinical and non clinical voice hearers) (Romme & Escher, 2000). 
A relational approach to voice hearing has suggested that voices may be thought of as an 
interpersonal ‘other’ that can be communicated with and related to (Benjamin, 1989).
This study assessed whether voice relating mirrored social relating in clinical and non 
clinical samples. Clinical voice hearers were recruited via mental health services and non 
clinical voice hearers through a variety of sources such as advertisements in newspapers. 
All were aged 18 years and over. Thirty two clinical voice hearers and eighteen non 
clinical voice hearers completed semi structured interviews and questionnaires for the 
study. The results provided limited support for the hypothesis 'the relationship that a 
voice hearer has with his/her voice will mirror the relationships he/she has with people in 
his/her social world'. Significant associations were found for the relating styles of 
dominance (in both samples) and distance (in the non clinical sample). Clinical voice 
hearers related more negatively with their voice and with people in their social world than 
non clinical voice hearers. The exceptions of this were the relating styles of dependence 
(with the voice) and intrusiveness (in social world). The importance of dominance and 
power in voice relating was emphasised. Future research focussing on the construct of 
dependence was suggested.
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INTRODUCTION 
Personal reflections
For a long time I have been interested in the phenomenon of hearing voices. I think my 
fascination stems from a lack of understanding. I have known people close to me who 
have experienced anxiety and depression and I can personally understand what it feels 
like to be anxious or worried or a bit fed up or down. I have no experience of a family 
member or friend who has experienced psychosis and until recently had no clinical 
experience in this area. To me, hearing voices seemed mysterious and complicated, 
hence I decided to use my major research project to learn and understand more about this 
area.
When I first thought about what might be meant by voice hearing, I thought about it in 
terms of another person speaking to me and me hearing their voice. I hear voices of 
people who are around me: people who are nearby and who are talking to me. If I am 
within close proximity, I may hear voices of people talking to each other. There are 
voices I hear over the telephone or via media: television or radio.
When I think about voices I hear, in my mind I usually have a face attached to the voice.
I will often know the person who is speaking or I may know of them (for example, the 
identity of a radio presenter). If I cannot physically see the person, I can picture the 
person in my head (either from memory or imagination) and this feels like a usual, 
comfortable experience.
When I think about what it might be like to hear a voice that does not appear to come 
from a person who is present (either physically or through media) or from a person I 
cannot picture in my mind, this feels like an unusual and frightening experience. I 
wonder what I would do if I did have this experience. Would I try to locate the source of 
the voice? Would I think I was imagining the voice and what would be the consequences 
of this? Would I think I was going mad? Would my thoughts and feelings be different if
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I heard voices from an early age and the experience was as normal to me as hearing 
voices when people are present? It is likely that I will never know the answers to the 
questions.
Although personally I can never understand what it is like to be a voice hearer, via 
research and clinical work I can try and understand more about people’s experiences.
This understanding will hopefully help me to work as a clinical psychologist with people 
who hear voices. I am hoping that this research will also inform the practice of others 
who work with voice hearers.
Structure of introduction
This thesis will begin by discussing the experience of hearing voices: the history of voice 
hearing and what the voice hearing experience is like. It will go on to describe two of the 
most recent models of voice hearing: the cognitive model and the social relational model. 
The cognitive model emphasises the importance of beliefs about voices in the voice 
hearing experience. The social model takes a relational perspective considering the 
relationship that the voice hearer has with his/her voice. The next section of this thesis 
describes how BirtchnelTs theory of relating (1996; 2002) has been applied to the 
concept of voice hearing. Two studies have used BirtchnelTs (1996; 2002) theory and 
these are described. The thesis goes on to consider voice hearers who are not in contact 
with mental health services and how they may differ from voice hearers who are in 
contact with services. The introduction will conclude with a description of the rationale 
and aims of the current study which compares the relating styles of clinical and non 
clinical voice hearers with both their voices and people in their social world.
The experience of hearing voices
The experience of hearing voices has been defined as ‘hearing a voice when there is no- 
one there’ (Jones et al., 2003). It may be a relatively rare occurrence in general 
population (estimates are around 5%, Leudar & Thomas, 2000), but the voice hearing
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dates back in history for more than 2000 years (Leudar & Thomas, 2000). Famous 
people who heard voices include Pythagorus, Socrates and Galileo (Leudar & Thomas, 
2000). Galileo heard the voice of his dead daughter and Socrates heard a voice that he 
called a daemon that guided his actions.
Hearing voices is a different experience for each individual (Leudar et ah, 1997). Some 
people hear pleasant, benign voices: Socrates heard a voice that told him which route to 
take; others hear voices that are critical and unpleasant (for example, a voice telling 
someone to commit suicide) (Leudar & Thomas, 2000). Some people hear a number of 
voices and others hear just one (Leudar et a l, 1997). Voices differ in terms of their 
characteristics, such as gender, frequency, duration, loudness, clarity of speech and 
location (inside or outside the head) (Leudar et a l, 1997; Nayani & David, 1996). They 
also differ in terms of the voice hearer’s perception of their identity (who they are, 
whether the voice hearer recognises the voice), purpose (why they are there and what 
they are doing) and the control the voice hearer perceives him/herself to have over their 
voices and the control the voices have over them (Romme & Escher, 2000).
Nowadays, the experience of hearing voices is usually viewed within the context of 
mental illness and the medical model. People who hear voices are often diagnosed as 
having psychosis or schizophrenia and treated with medication (Curson et a l, 1985). 
Psychiatrists have traditionally viewed voices as being meaningless by-products of 
mental illness (Jaspers, 1962). People who hear voices have been thought of as ‘mad’, 
mentally ill and sometimes dangerous and are often portrayed as such in the media.
Recent research has challenged the idea that voice hearing is synonymous with mental 
illness. Romme and Escher (2000) propose that voice hearing should be understood in 
psychological terms and within the context of an individual’s life history. They found 
that voice hearing often began after a traumatic incident, such as being abused. They 
have used the concept of normalising: viewing the voices as being understandable 
reactions to stressful circumstances, to help people to cope with their experiences. In my 
research, I have been influenced by the work of Romme and Escher (2000), along with
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other researchers, and I support the view that voice hearing needs to be understood in 
broader terms than the medical model.
Two of the most recent models proposed to understand voice hearing include the 
cognitive model (Birchwood & Chadwick, 1997) and the social relational model 
(Hayward, 2003; Birchwood et al., 2000; 2004; Vaughan & Fowler, 2004). Following on 
from the work of Romme and Escher (2000), these models emphasise the importance of 
understanding the voice hearer’s experiences from his/her perspectives. The cognitive 
model considers the voice hearer’s beliefs about his/her voices and how these might 
influence the voice hearer’s reactions to this experience. The social relational model 
considers the relationship the voice hearer has with his/her voice.
Many voice hearers are distressed by their experiences: Birchwood et al (2000) found 
that 75% of voice hearers were highly distressed and 60% were severely depressed. The 
cognitive model and social relational models have been used to try and explain how and 
why voice hearers become distressed by their experiences. If we can understand what 
factors are associated with distress, this may provide an insight into how distress may be 
prevented in the future. I will now go on to discuss these two models in turn, beginning 
with the cognitive model of voice hearing.
The cognitive model of voice hearing
Evidence supporting the cognitive model
Birchwood and Chadwick (1997) adapted and applied Beck’s (1976) cognitive model of 
depression to the experience of voice hearing. This model maintains that a person’s 
feelings and behaviour are mediated by the thoughts they have about a situation. The 
main assumption of the cognitive model is that it is not the situation per se that affects a 
person’s responses; it is the perception and meaning attached to that situation.
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When applying the cognitive model to voice hearing, Birchwood and Chadwick (1997) 
described the ‘situation’ of hearing voices as the characteristics of the voice: its form and 
content. The content of voices may be thought of as being the words said by the voices 
to/about the voice hearer. Content can be categorised as being positive or negative; for 
example, a voice that says ‘you are ugly’ is an example of a voice with negative content. 
Voices can also be described in terms of their form; for example, frequency of utterances 
and gender of the voice.
The cognitive model suggests that a person’s response to the experience of hearing voices 
is not necessarily directed related to the voices form and content: it is mediated through 
the beliefs a person has about his/her voices. Birchwood and Chadwick (1997) supported 
this model and found that voice hearers held beliefs about the voices’ power and purpose, 
sometimes independently of the form and content of the voice, and that these beliefs 
affected response.
In terms of the voices’ purpose, Birchwood and Chadwick (1997) and Chadwick and 
Birchwood (1994) found that voice hearers held beliefs about the voices’ intentions to do 
good (benevolence) or harm (malevolence). When a person believed that his/her voices 
were malevolent, he/she resisted and avoided the voices. This experience was often 
associated with anger and despair. When a person believed that his/her voices were 
benevolent, he/she engaged with the voices and was often amused by them. These 
studies showed a link between voice hearer’s beliefs about the voice’s intent and the 
voice hearer’s affect and behaviour. Birchwood and Chadwick (1997) also found that in 
some of their samples, beliefs about the voice’s intent were not directly related to the 
voice’s content, i.e. a person could have a voice with negative content but perceive it to 
be benevolent.
In addition to considering the voice’s intentions to do good or harm (malevolence and 
benevolence), Birchwood and Chadwick (1997) found that voice hearer’s held beliefs 
about the powerfulness of their voices. Birchwood and Chadwick (1997) used the term 
omnipotence to describe this type of belief. They found that power was related to the
194
Major Research Project
voices’ ability to make the hearer comply with its demands and the knowledge the voice 
has about the hearer. A relationship was found between voice hearers’ beliefs about the 
power of his/her voices and behaviour: when voices were perceived as being powerful, 
voice hearers were more likely to comply with voices commands.
Evidence not supporting this cognitive model
The cognitive model accounts for the findings of Birchwood and Chadwick (1997) and 
Chadwick and Birchwood’s (1994) studies. These findings suggest that a voice hearer’s 
beliefs about his/her voices effect how he/she responds to the voices and this is often 
independent of the voice’s form and content. Close and Garety (1998) found different 
results to the Birchwood and Chadwick (1997) and Chadwick and Birchwood’s (1994) 
studies. They replicated their studies in terms of investigating the associations between 
voice form and content, voice hearer’s beliefs about their voices and response to the 
voices.
The findings of Close and Garety (1998) showed an association between voice content 
and beliefs about voices’ intent: they found that negative content was associated with 
malevolence and positive content was associated with benevolence. Secondly, the results 
showed that a person could have a negative response to the experience of hearing voices 
but perceive their voices as benevolent. This study indicates that a person may have a 
response to the voice hearing experience that appears incongruent with the beliefs they 
hold about their voices.
Close and Garety (1998) proposed a model to describe how voice hearing and distress 
may be linked. In their sample, they found that the majority of their sample suffered with 
low self esteem. They also found that all but one of their participants viewed the 
experience of hearing voices as being uncontrollable. People with low self esteem have 
been found to hold negative beliefs about themselves, such as ‘I am useless’ (Fennell, 
1989). Close and Garety (1998) proposed that in people who have low self esteem, 
having the uncontrollable experience of hearing voices may activate negative core beliefs
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about the self and this is associated with distress. Further research is needed to test out 
this hypothesis.
Summary of studies about the cognitive model of voice hearing
Researchers have focussed on the cognitive factors associated with the voice hearing 
experience (Chadwick & Birchwood, 1994; Birchwood & Chadwick, 1997; Close & 
Garety, 1998). Findings suggest that a person’s reaction to his/her voice hearing 
experience may be related to the voices’ form and content, the beliefs that person holds 
about their voices and the core beliefs a person has about him/herself.
Other researchers have taken a different approach in voice hearing research that relates to 
the idea of the voice as being an interpersonal ‘other’ (Hayward, 2003; Vaughan & 
Fowler, 2004). These studies could be described as adhering to a social model of voice 
hearing. Before describing the results of these studies, it is important to explore where 
the idea originated that voices are perceived as being an interpersonal ‘other’ similar to 
other people in the voice hearer’s social world.
Voices as an interpersonal ‘other’
Identity of voices
Some voice hearers are able to identify their voices on the basis of certain characteristics 
such as gender, age and accent (Leudar et a l, 1997; Garrett & Silva, 2003). If these 
characteristics do not change, the voice may be thought of as having a stable identity 
(Benjamin, 1989). Some voices have names and sometimes the voice hearer is told the 
voice’s name by the voice; much like a person would introduce himself or herself to 
another (Garrett & Silva, 2003).
Many voice hearers describe the identity of their predominant voice as being aligned with 
a person in their social world, for example, a family member, friend, public figure or
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even themselves (Nayani & David, 1996; Leudar et al., 1997; Garrett & Silva, 2003). 
Leudar et al. (1997) found that 64% of voice hearers could categorise their predominant 
voice in these terms. Studies have also shown that some voice hearers viewed their 
voices as being similar to supernatural characters such as God, the Devil or robots 
(Nayani & David, 1996; Leudar et al., 1997; Garrett & Silva, 2003).
Garrett and Silva (2003) found that voice hearers viewed their voices as having a ‘not 
me’ content i.e. the voice said things that the voice hearer would not have said therefore 
making the voice seem as though it is a separate, distinct entity. Many voice hearers 
believed their voices were real because of the knowledge the voices had about them, their 
ability to predict the future and the emotions the voices’ expressed (Garrett & Silva, 
2003).
Interactive nature of voice hearing experience
Voices can be thought of as an interpersonal ‘other’ because there can be communication 
between the voice and the hearer. Hearing voices has been compared to one’s own inner 
speech and thoughts (Leudar et al., 1997). Leudar et a l (1997) found that voices often 
performed the role of informing and/or commanding the voice hearer about/to do certain 
things. For example, voices often commented on whether they agreed with the voice 
hearer’s behaviour and sometimes told the hearer to perform certain actions. Leudar et 
fl/.’s (1997) study showed that there was often a two-way dialogue between voice hearer 
and voice i.e. the voice spoke to the voice hearer and the voice hearer spoke back to the 
voice and this process continued. The voice hearer may respond to the voice in a 
different way, for example, ignoring the voice. However, an interaction took place.
Garrett and Silva (2003) supported the idea of the interactive nature of the voice hearing 
process. They found that not only were voice hearers affected by what voices said, but 
voices also responded to what was said and done by the voice hearer, for example, one 
participant stated that when he cut himself the voices would ‘quiet down’.
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The relationship between the voice hearer and his/her voice
The research shows that voices are viewed as being separate identities that can be 
communicated with and related to (Nayani & David, 1996; Leudar et aL, 1997; Garrett & 
Silva, 2003). Voice hearers and voices have ongoing dialogues that are influenced by 
what is said by the voice and voice hearer. These dialogues can be viewed as being 
similar to dialogues that people have with others in their social world.
The reciprocal processes outlined above have been understood by the literature that 
utilizes a relational framework. The first empirical exploration of this possibility was 
conducted by Benjamin (1989) who investigated the relationships people had with their 
voices. She concluded that voice hearers had ‘integrated, interpersonally coherent 
relationships with their voice’. Benjamin (1989) found that the relationship the voice 
hearer had with his/her voice differed according to diagnosis or how ill he/she was.
Research has built on the work of Benjamin by focusing on the type of relationships that 
voice hearers have with their voices and the associations between these relationships and 
distress (Birchwood et a l, 2000; 2004; Vaughan & Fowler, 2004). Following on from 
the idea that voices are often aligned with people in the voice hearer’s social world, 
research has also compared voice hearers’ relationships with their voices and with people 
in their social world (Hayward, 2003; Birchwood et a l, 2000; 2004). I will begin by 
considering the work of Birchwood et al. (2000; 2004) and their application of social 
rank theory to hearing voices.
The concept of power in relating to the voice and social relating
Birchwood et al. (2000; 2004) investigated the types of relationships that people have 
with their voices and with people in their social world focussing on the construct of 
power. Previous research has indicated that voice hearers hold beliefs about the power of 
their voices and these beliefs associations with distress (Chadwick & Birchwood, 1994; 
Birchwood & Chadwick, 1997). Birchwood et a l (2000; 2004) followed on from this
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work by considering power using a relational perspective in voice hearing and social 
relationships and the associations with distress.
Birchwood et al (2004) used Gilbert and Allan’s (1998) ranking theory as a framework to 
apply to hearing voices. Birchwood et al. (2000) found that many voice hearers viewed 
their voices as being higher in power and rank than themselves. This power differential 
was associated with subordinate behaviour on the part of the hearer. The findings also 
showed that voice hearing relationships were similar to social relationships in terms of 
power and rank. A power and/or rank differential between the hearer and the voice, was 
paralleled with a power and/or rank differential between the hearer and others in his/her 
social world. Typically, voice hearers believed themselves to be lower in rank to both 
their voices and other people and this belief is associated with subordinate behaviour. 
These findings suggested a picture of voice hearers feeling powerless, inferior and 
subordinated in their everyday lives.
Birchwood et a/.’s (2000) findings suggested that there are similarities between voice 
relating and social relating with the voice hearer feeling powerless and subordinated in 
both types of relationships. Birchwood et al. (2004) considered the link between the two 
types of relationships. Their study supported a model that social relating affects voice 
relating. This model maintained that the voice hearer feels inferior and powerless to 
others in his/her social world and this leads to the appraisal of voices as dominant, 
powerful and threatening and the self as subordinated. The results suggested that it is this 
experience of the voice hearer in his/her social world that leads to the feelings of distress 
and depression.
The concept of proximity in relating to the voice and social relating
Power has been an important concept identified in the voice hearing literature that is 
associated with how a person relates and reacts to his/her voices (e.g.; Birchwood & 
Chadwick, 1997; Birchwood et a l, 2004). Nayani and David (1996) identified a 
different type of relating between voice hearer and voice: a sense of intimacy. Nayani
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and David (1996) found that voice hearers described a type of closeness between 
themselves and their voices which partly arose from the knowledge the voice hearer 
thought they had about his/her voice and the knowledge the voice had about the voice 
hearer. Sometimes this sense of intimacy resulted in a loss of privacy and this may be 
called a negative form of closeness. The results of Nayani and David (1996) suggested 
that, just as there can be different degrees of power between voice and voice hearer (and 
others in social world) there may be differing degrees of intimacy or closeness.
Birtchnell’s (1996; 2002) theory of social relating
Intimacy or closeness can also be described as proximity. Birtchnell’s theory of relating 
(1996; 2002) emphasises the importance of power and proximity in human relationships. 
He proposes that there are two main axes on which humans relate (diagram a).
The vertical (uppemess-lowemess) axis corresponds to notions of power. Birtchnell
(1996) described the vertical axis as ‘representing the degree of power we choose to 
exercise over others or allow others to exercise over us.’ The horizontal (distance- 
closeness) axis represents ‘the degree to which we need involvement with or separation 
from others’ (Birtchnell, 1996).
Diagram a) Birtchnell’s (1996: 2002) two axes of relating
Uppemess
Distance Closeness
Lowemess
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Birtchnell (1996) maintains that all relating can be defined in terms of the above axes and 
the positions that are occupied between them. He proposes the interpersonal octagon in 
which there are eight relating positions that a person may occupy (diagram b).
A person who is a ‘positive’ relater has had a satisfactory number of experiences within 
the eight positions. This person may be called a versatile relater as he/she can freely 
move between the relating positions as and when the situation requires it. Birtchnell 
(1996; 2002) maintains that all eight positions have advantages and no one relating 
position is better than another. Birtchnell (2001) gave the examples of uppemess being 
advantageous because it gives people the power to control and influence others and 
lowemess being advantageous because it enables people to benefit from the leadership, 
protection and care of others. He described closeness as advantageous because it holds 
people together and distance because it keeps people apart and provides space for them to 
develop as separate individuals (Birtchnell, 2001).
A person who may be called a ‘negative’ relater has had limited relating experiences 
which means he/she cannot move freely between relating positions. He/she may utilise 
some positions and not others. Examples of negative relating include bullying, criticism, 
control and humiliation (uppemess); helplessness and seeking constant guidance 
(lowemess); suspicious of and/or withdrawing from others and relying excessively on 
oneself or shutting oneself off from others (distance); intruding on others’ lives, 
discouraging other close relationships, and needing and being demanding of time and 
attention (closeness).
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Diagram b). Positive (upper diagram) and negative (lower diagram) forms of relating 
(Birtchnell, 1994).
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Birtchnell and Evans (2003) developed a measure of general relating or relating to others 
in one’s social world (Persons Relating to Others Questionnaire 2, Birtchnell & Evans,
2003) {appendix A), to measure unidirectional relating of the client to the person in 
his/her social world. Birtchnell (1997) also developed a questionnaire (Couples Relating 
to Each Other Questionnaire, CREOQ) {appendix A) to measure negative or rigid patterns 
of relating between couples. This questionnaire measures reciprocal relating as it 
measures relating to and from each partner in the couple.
Birtchnell (2001) has shown that the relating styles of couples seeking therapy may be 
more rigid than couples in the general population. One or both members of the couple 
may have the experience of relating from a particular position and this is the position 
he/she adopts no matter the situation. This is likely to lead to a situation where one or 
both of the couple’s relating needs are not being met and dissatisfaction occurs.
Application of Birtchnell’s theory of relating to voice hearing
With the importance of power and proximity described in the literature of voice hearing, 
Birtchnell’s (1996; 2002) theory of relating has been used to investigate the relationships 
that people have with their voices (Hayward, 2003; Vaughan & Fowler, 2004). Vaughan 
and Fowler (2004) considered the relationship that people have with their predominant 
voice and distress. Hayward (2003) considered the similarities in the relationships people 
have with their predominant voice and with people in their social world.
Relationship between voice hearer and the voice and distress
Research suggests that many people are distressed by the experience o f hearing voices 
(Birchwood et al., 2000). Vaughan and Fowler (2004) wanted to investigate which types 
of relationships with voices are associated with greater distress, so adapted Birtchnell’s
(1997) questionnaire (CREOQ) to develop questionnaires to measure negative relating (in 
terms of both power and proximity) between the voice hearer and the voice. Vaughan 
and Fowler (2004) measured both how the voice hearer related to the voice and how the
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voice hearer perceived the voice as relating to him/her. This was in line with the findings 
from the studies of Garrett and Silva (2003) and Leudar et al. (1997) illustrating the 
interactive and reciprocal nature of voice hearing.
Vaughan and Fowler (2004) found that voice uppemess, the tendency for the voice to 
relate in a dominant and insulting manner, was associated with distress. They also found 
that hearer distancing was associated with distress, the tendency for individuals to react 
with suspicion and lack o f communication towards the voice. These associations were 
independent of beliefs about voices and mood linked appraisals. These findings seem to 
make sense; if  a person feels bullied by his/her voice we would expect him/her to be 
distressed. Similarly if a person tries to put distance between him/herself and the voice, 
and is not successful, we would also expect the experience to continue to be associated 
with distress.
Vaughan and Fowler (2004) had an unexpected finding that voice hearers relating from a 
position of lowemess were less likely to be distressed. The authors compared this finding 
to research that suggests that women in good/happy marriages rated themselves as 
relating from a more ‘submissive’ position than those marriages that were in trouble 
(Birtchnell, 1994). It may be that a person relating from a position of lowemess has 
given up trying to escape (be distant from) the voice and feels less distressed as a result.
Previous research has found that perceived power of the voice was associated with 
distress (Birchwood & Chadwick, 1997; Chadwick & Birchwood, 1994). Vaughan and 
Fowler’s (2004) findings were that it might be the way the voice is perceived to use its 
power, as opposed to actual power, that is important.
The work of Vaughan and Fowler (2004) suggests that a detailed assessment of the 
relationship between voice hearer and voice would be useful. In light of their research, 
common strategies used by the voice hearer to try and distance oneself from the voices 
such as distraction or thought stopping might not be helpful (e.g. Haddock et a l ,  1998). 
However, one needs to remember that all individuals are different and have to find a way
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of managing the voices that suits them. The Vaughan and Fowler (2004) study suggested 
that some form of interpersonal therapy between the voice hearer and the voice might be 
useful. The effectiveness of this type of therapy with voice hearers needs to be assessed 
and is a future area of work.
Voice relating and social relating
Description of Hayward’s (2003) study
Hayward (2003) also looked at the relationships that voice hearers have with their voices, 
but rather than comparing this with distress, he compared voice hearing relationships 
with the relationships that voice hearers have with people in their social world. Hayward
(2003) used the questionnaire (‘Hearer to Voice’) developed by Vaughan and Fowler
(2004) to measure how the voice hearer related to the voice. He used the ‘Persons 
Relating to Others Questionnaire -  Revised Version’ (Birtchnell & Evans, 2003) to 
measure how a voice hearer related to people in his/her social world. Hayward (2003) 
measured unidirectional relating from the hearer to the voice/people in social world only. 
Hayward (2003) found that voice relating mirrored social relating in terms of uppemess, 
lowemess and closeness, but not distance. Therefore if voice hearers related to the voices 
in a dominant, submissive or intrusive manner, they related to people in their social world 
in the same manner. He found that voice hearers tended to relate to their voice from a 
position of distance and this was unique to the voice hearing experience i.e. relating from 
a position of distance to the voice was not associated with relating from a position of 
distance to people in one’s social world.
Hayward (2003) found similarities between relating from positions of closeness and 
lowemess, for example, that both these positions were associated with beliefs about the 
voice’s benevolence and wanting to engage with the voice. Hayward (2003) concluded 
that these similarities might mean that these two dimensions are measuring something 
similar, possibly Birtchnell’s (1992) construct o f dependence.
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With the exception of relating to the voice from a position of distance, Hayward’s (2003) 
results supported the idea that voice hearers relate to their voices is a similar way to how 
they relate to others in their social world. However, the uppemess scale o f the voice 
relating measure had poor psychometric properties and so these findings need to be 
considered with caution.
Implications for clinical practice
Along with other researchers (e.g. Vaughan & Fowler, 2004) Hayward (2003) suggested 
that the way a person relates to the voice might be influenced by previous relating 
experiences. In line with cognitive theory, a person may have interpersonal schemata 
which guide how they relate to others. When the voice has an identity, such as being 
aligned with someone in the real world, interpersonal schema related to this person are 
activated and this may influence the way the voice hearer relates to the voice. Where the 
hearer’s relating experiences have been impoverished, he/she lacks versatility in relating 
(Birtchnell, 1996; 2002). In these cases he/she may relate rigidly from a limited range of 
positions, thereby limiting the potential for adaptive reciprocal relating.
Hayward (2003) suggested that if a person does not know the identity of the voice, he/she 
may draw an inference from its content when choosing how to relate to the voice, for 
example, voices with negative content may be associated with the hearer distancing 
him/herself.
Hayward (2003)’s results have implications for therapy. Hayward (2003) and Birchwood 
et al. (2000) recommended that to improve the relationship the voice hearer has with 
his/her voice, work could focus on improving the relationships voice hearers have with 
people in their social world. Birchwood et al. (2000; 2004) and Hayward (2003) found 
that many voice hearers felt powerless in both relationships with voices and with others 
in their social world. Therefore, trying to improve an individual’s social status or 
position through assertiveness training, problem solving therapy or group identification 
may be useful (Hayward, 2003). Such interventions may improve the individual’s
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interpersonal schemata and consequently affect relationships with others and with the 
voice (Hayward, 2003). Hayward (2003) suggested that this type of therapy may also 
have a beneficial effect on self esteem. Close and Garety’s (1998) findings would 
support an intervention to increase self esteem, since they linked low self esteem to 
distress in voice hearing.
Similar to Vaughan and Fowler (2004), Hayward (2003) also suggested that a direct form 
of interpersonal therapy with the voice could lead to improvements in relationships with 
voices. This type of therapy is yet to be evaluated and is an area of further research.
Limitations of voice relating studies
The voice relating studies can be criticised on a number of areas. Firstly, they may be 
underpowered because of their small sample size. Hayward (2003) obtained a sample of 
27 and Vaughan and Fowler (2004) obtained a sample of 30. These studies need to be 
considered preliminary and their findings should be replicated with a larger sample size. 
Secondly, although Vaughan and Fowler (2004) considered reciprocal relating, 
Hayward’s (2003) study did not consider reciprocal relating and hence did not provide 
information on how the person perceived his/her voice and others in his/her social world 
as relating to him/her. Thirdly, both studies only considered people who hear voices who 
are in contact with mental health services. Research has suggested that there are people 
who hear voices who are not in contact with mental health services (Romme & Escher, 
1993; Davis et al., 2001; Jones et al, 2003). The next section of this thesis concentrates 
on the research in this area.
People who hear voices who are not in contact with mental health services
Voice hearing as a common experience
Research has shown that voice hearing may be more common than one might think. 
Traditionally it has been viewed within the context of having a mental illness, such as
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schizophrenia, which is relatively rare (Leudar & Thomas, 2000). Under these 
conditions, under 5% of people in the population have been described as hearing voices 
(Leudar & Thomas, 2000). However, the literature suggests that voice hearing is 
associated with experiences in the general population including sexual abuse (Ensink, 
1993), fighting in a war (McKellar, 1968), sleep disturbance (sleep deprivation and sleep 
beginnings or endings) (McKellar, 1968), drug use (Zuckerman & Cohen, 1964), and 
bereavement: people who have suffered bereavement may hear the voice of their dead 
partner (Rees, 1971).
It has been estimated that there are many people in the general population (Davis et a i ,  
2001 estimate between 10% and 37%) who hear voices and do not come into contact with 
mental health services. Research has been carried out to assess the differences in the 
experiences of voice hearers who come into contact with mental health services (clinical 
voice hearers) and voice hearers who do not come into contact with services (non clinical 
voice hearers). A major difference between the two groups may be the amount of distress 
experienced as a result of hearing voices (Romme & Escher, 1993; Davis et a i ,  2001).
Voice hearing and distress
Research has shown that non clinical voice hearers were less distressed by their 
experiences (Romme et al., 1992; Davis et al., 2001). They were more likely to perceive 
voice hearing as normal (Romme et al., 1992) and to view voice hearing as a positive 
experience (Davis et al., 2001 ) than clinical voice hearers. A possible explanation for 
non clinical voice hearers being less distressed by their experiences may relate to the 
content of the voices they hear. Honig et al. (1998) and Romme et al. (1992) found that 
non clinical voice hearers had more positive voices (voices with positive, supportive 
content) and clinical voice hearers had more negative voices. Clinical voice hearers also 
felt they had less control of their voices than non clinical voice hearers (Honig et al., 
1998). In Romme et a l’s. (1992) study, 87% of non clinical voice hearers felt in control 
of their voice hearing experiences compared to 7-17% of clinical voice hearers. Romme 
et al., (1992) also found that 70% of clinical voice hearers felt powerless to their voices.
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whereas 87% of non clinical voice hearers felt able to cope with their voices. One factor 
that may relate to coping with the voice hearing experience is the voice hearers having 
people around who are perceived as being supportive (Romme et al., 1992).
Research that has been conducted with regard to people in religious populations, agrees 
with the idea of the protectiveness of supportive others in coping with the voice hearing 
process (Davis et a l, 2001). Davis et al. (2001) compared voice hearers who belonged to 
religious populations with voice hearers in the general population. They found that voice 
hearers in religious populations were less distressed by their experiences (Davis et al., 
2001). They concluded that this may be because being a member of a religious group has 
a protective role in coping with the experience of hearing voices. For example, voice 
hearers may feel supported by other members of their religious groups and there may be a 
greater acceptance of the idea of hearing voices in religious communities than the general 
population. Some religions view hearing voices as something which is ‘holy and 
transcendent’ and Moses, Jesus and Mohammed were reported to hear voices (Davis et 
al., 2001). Some religions take the view that hearing voices is a positive spiritual 
experience that may involve communicating with spirits (Jones et al., 2003).
Summary of non clinical research
The research suggests that non clinical voice hearers may have different voice hearing 
experiences than clinical voice hearers which may affect how distressed the voice hearers 
become (Romme & Escher, 1993; Davis ef a l ,  2001). Vaughan and Fowler (2004) found 
that the distress a person experiences as a result of hearing voices is associated with the 
type of relationship that person has with his/her voices. Something that is not known is 
whether non clinical voice hearers have different relationships with their voices than 
clinical voice hearers and this is one of the factors associated with less distress. This 
would be a useful area of future research.
Current study aims
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Further to the work of Birchwood et al. (2000) and Hayward (2003) one wonders not 
only about the types of relationships that non clinical voice hearers have with their 
voices, but also with the relationships they have with people in their social worlds. Might 
there be differences between clinical and non clinical voice hearers in their voice hearing 
and social relationships? For my major research project, I decided to answer this 
question. I replicated and extended Hayward’s (2003) study comparing voice relating 
and social relating. A number of criticisms were made of Hayward’s (2003) study, such 
as small sample size and only considering unidirectional relating and I wanted to address 
these in a further study.
Since a measure of reciprocal social relating did not exist, it was necessaiy to develop a 
new questionnaire prior to the start of the main study. The initial part of this study 
involved developing a measure of reciprocal social relating and assessing its 
psychometric properties. The design and assessment of this questionnaire (titled ‘You 
and Others’ questionnaire) is described within the ‘results’ section of this thesis).
The hypotheses for the study were as follows:
Hypothesis 1
1. The relationship that a voice hearer has with his/her voice will mirror the
relationships he/she has with people in his/her social world.
This hypothesis was used in the studies of Hayward (2003) and Birchwood et al. (2000;
2004). This hypothesis applies to the clinical and non clinical samples.
To be answered by research questions:
la) Is there a positive association between how a person relates to his/her voice in
terms of distance and how he/she relates to people in his/her social world?
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This question was used in the Hayward (2003) study.
Ibi) Is there a positive association between how a person is related to by the voice and 
how he/she is related to by people in his/her social world, in terms of dominance?
Ibii) Is there a positive association between how a person is related to by the voice and 
how he/she is related to by people in his/her social world, in terms of 
intrusiveness?
This is the novel part of the study: reciprocal social relating is measured whereas
Hayward (2003) considered unidirectional relating only.
Hypothesis 2
2. Associations between relating styles will be independent o f  beliefs about voices 
and mood linked appraisals.
This hypothesis was used in the Hayward (2003) and Vaughan and Fowler (2004)
studies.
Hypothesis 3
3. Clinical voice hearers will relate more negatively than non clinical voice hearers.
This is the novel part of the study: relating in non clinical voice hearers has not been
investigated by previous research.
To be answered by research questions:
3 a Do clinical voice hearers relate with their voices more negatively than non clinical
voice hearers?
2 1 1
M ajor Research Project
3b Do clinical voice hearers relate with people in their social world more negatively 
than non clinical voice hearers?
METHOD 
Introduction to procedure and design
This study utlitises a cross sectional clinical case correlational design.
It was estimated that a sample size of 64 clinical participants and 30 non clinical 
participants was needed to ensure sufficient power of the study {appendix B). In planning 
to achieve the sample size of 64 clinical participants, it was decided that three 
researchers, should work in three different trusts, to collect the data for this study. This 
study went through the NHS Multi Research Ethics Committee process, the Research and 
Development committees for each trust and the University of Surrey’s Ethics Committee 
process {appendix C).
Participants
Clinical sample
Recruitment
A sample of 32 participants were recruited from a range of mental health services 
(Community Mental Heath Teams, Assertive Outreach Teams, Rehabilitation Services, 
Hearing Voices’ groups, therapy groups, residential services and through a local 
publication) within three local NHS trusts (N = 12, N = 10, N = 10).
There was a 52% response rate in participation. A total of 62 potential participants were 
approached by members of their care team to take part in the study and 44 consented to
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being contacted by a researcher. Of these 44, 12 people declined participation leaving a 
total of 32 participants.
No formal data was collected for people who chose not to participate. It was common for 
referrers to state that they could not make referrals because potential participants were 
too ill to partake in the study. When potential participants were approached, either by a 
referrer or one of the research team, reasons for non participation were the following: 
previous participation in research; concern that participation may increase distress. 
Participants were excluded if they met criteria for psychosis due to either substance 
misuse, organic illness, or if they lacked English language skills that would preclude the 
completion of study measures.
Demographic details o f  clinical sample
Participants were aged between 19 and 57 years (mean age = 39, s.d. = 9.30). 59 % were 
male and 41 % were female. Ninety seven percent were of white, British origin. The 
most common diagnoses were paranoid schizophrenia (36%) and schizophrenia (29%). 
Other diagnoses included schizoaffective disorder (13%), psychotic depression (13%) 
and bipolar depression (3%).
Eighty four percent had experiences of previous admissions to a psychiatric hospital. The 
number of admissions ranged from 0 to 14 (median = 3). All were taking some form of 
antipsychotic medication. The duration of voice hearing ranged from 2 to 43 years 
(median =15, mean =17, s.d. = 10.70). The mean score on the BDI-II was 21.31 (s.d. = 
16.23) and 53 % of participants would have been considered to be clinically depressed 
(31% severely depressed).
Non clinical sample
Recruitment
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A sample of 18 non clinical participants were recruited through the national media 
(articles in the ‘Times’ newspaper and ‘Psychic World’) (appendix D) and a ‘hearing 
voices’ conference. Nine additional people expressed an interest in the study from the 
advertisement in the ‘Times’ newspaper, but did not agree to be contacted once they were 
sent further information
The research team had some discussion about the inclusion and exclusion criteria for non 
clinical participants. Initially it was thought that people should be excluded if  they had 
previous contact with mental health services. Due to difficulties in recruiting 
participants, the research team subsequently broadened the inclusion criteria to people 
who had previous contact with mental health services. People having current contact 
with mental health services were excluded. One person had a previous hospital 
admission and one person was currently taking antipsychotic medication (prescribed by 
her GP).
Demographic details o f  non clinical sample
Participants were aged between 29 and 78 years (mean = 54, s.d. = 13.15). Thirty three 
percent were male and 67 % were female. 89% were of white, British origin. The 
duration of voice hearing ranged from 3 to 64 years (median = 32 mean = 31, s.d. = 
17.75). The mean score on the BDI-II was 5.15 (s.d. = 6.27) and 17% of participants 
would have been considered to be ‘mildly’ clinically depressed.
Measures (see appendix E)
The following measures were used in this study and administered in the following order: 
The Voice Relating Interview (Tozer & Hayward, 2005)
The Voice Relating Interview is a newly designed clinical tool to encourage people to 
think about the relationship they had with their predominant voice. This semi structured
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interview was administered first in the procedure since it was expected to aid the 
completion of other measures.
The Voice Relating Interview asks questions based on Birtchnell’s (1996; 2002) theory of 
relating. It has four main sections that cover the person’s relationship with their voice 
based on four areas of relating: voice dominance, voice intrusiveness, hearer dependence 
and hearer distance. The participants’ responses are scored occurring to yes/no 
categorisation e.g. ‘yes’ the voice is dominant or ‘no’ the voice is not. These four areas 
of relating map onto both the constructs measured in the VAY (‘Voice and You’,
Hayward et al., 2005) and YAO (‘You and Others’, Phillips & Hayward, 2005) (see 
below).
The interview covers general areas of voice hearing such as identity and content of the 
voice and coping strategies. The authors are in the process o f assessing its psychometric 
properties.
Psychotic Symptoms Ratings Scale fPSYRATS: Auditory hallucinations scale -  AHRS) 
(Haddock et a l ,  1999)
The auditory hallucinations scale is an 11 item scale measuring the severity and number 
of dimensions of voices. Items include frequency, duration, loudness, amount of negative 
content and controllability. This scale includes a measure of the distress attributed to the 
experience of hearing voices. Items are scored by the rater on a 5 point scale. The 
PSYRATS has excellent inter rater reliability (Haddock et al, 1999). Further assessment 
of the validity of this scale is warranted (Haddock et al, 1999).
Voice and You (VAY) (Hayward et a l .  2005)
The VAY is a measure of a person’s assessment of themselves in relation to their 
predominant voice. This is a 28 item measure of the way in which the voice hearer 
relates to their voice and the voice hearer’s perception of the way in which their voice
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relates to him/her. The VAY was developed by adapting items from Vaughan and 
Fowler’s (2004) questionnaires: the HTV (Hearer to Voice) and VTH (Voice to Hearer) 
to form a measure of reciprocal relating. Items are on a 4 point likert scale from ‘nearly 
always true’ to ‘rarely true’. The VAY has good internal consistency, test retest 
reliability and concurrent validity (Denney, 2004).
Beliefs about Voices Questionnaire- Revised (BAVOR) (Chadwick et al, 2000)
The BAVQ-R is a 35 item questionnaire which forms five sub-scales: three scales 
measures an individual’s beliefs about the voice’s malevolence, benevolence and 
omnipotence, and two which measures behavioural and affective responses to the voice 
and concern resistance and engagement. Items are on a 4 point likert scale from 
‘disagree’ to ‘strongly agree’. The BAVQR has good internal consistency and construct 
validity (Chadwick et al, 2000).
You and Others (YAO) (Phillips & Hayward, 2005)
The YAO is a newly developed 28 item questionnaire of a person’s assessment of 
themselves in relation to other people. It is a measure of reciprocal relating: it measures 
the way in which a person relates to others and his/her perception of the way in which 
others relate to him/her. Items are on a 4 point likert scale from ‘nearly always true’ to 
‘rarely true’. The psychometric properties of this measure were extensively assessed 
prior to the start of the study and were deemed to be reasonable (see the ‘results’ section).
Beck Depression Inventory II (BDI-II) (Beck et a l ,  19961
The BDI-II is a 23 item self-report questionnaire that measures cognitive and somatic 
symptoms of depressions. For each item, the participant chooses one statement to 
capture how they have been feeling over the last two weeks. Scores range from 0 - 6 3 ,  
with higher scores indicating greater severity of depression. The cut off scores for 
clinical depression for this scale are: 14-19 mild depression, 20-28 moderate depression
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and 29-63 severe depression. The BDI-II is a commonly used measure in clinical 
practice and has good reliability and validity (Beck, et a l ,  1996).
Measures used in the current study
This study was conducted as part of collaboration within a broader research programme. 
The measures used in this study reflect this collaboration. To answer my research 
questions, I required data from the VAY, YAO, BAVQR and BDI-II. For exploratory 
analysis, I have reported data from the PSYRATS. Data from the Voice Relating 
Interview was not used.
Procedure
Clinical sample
The researchers working in each of the three trusts presented the study tô the local mental 
health teams. Practitioners were invited to make referrals from their caseloads of people 
who had heard voices for at least six months and were aged 18 years or over. If the 
prospective participant was in agreement, the researcher would contact them (usually by 
telephone) to find out if they wanted more information about the study. If they did, they 
were sent an information leaflet {appendix F) about the study and re-contacted after 48 
hours had passed. If they were willing to take part in the study, the researcher arranged 
to meet the participant at a mutually convenient time and place.
Participants were given the opportunity to ask further questions about the study. They 
then completed a consent form {appendix F) and basic demographic details were taken 
{appendix E). The measures were administered in the order above. Some participants 
completed the self report measures themselves (VAY, BAVQR, YAO and BDI-II) and 
some with the help of the researcher. All but two participants completed the measures in 
one interview.
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The researchers were mindful of potential distress that could be caused by taking part in 
. the study and a plan was discussed with each participant of the action that would be taken 
if they became distressed. The participants care co-ordinator and GP were informed 
about their participation in the study {appendix F).
Non clinical sample
People in the non clinical sample referred themselves to the study. They either agreed to 
be approached after the conference or contacted the research team through 
advertisements in the media. The same criteria applied that they needed to be aged 18 
years or over and to have heard voices for at least six months. The same procedure 
occurred in terms of the researcher sending the information sheet and contacting the 
participant again to arrange a time and place to meet. All but one participant completed 
the questionnaires in one interview. Because of the location of some non clinical 
participants, 35% of interviews were conducted over the telephone.
Although it was expected that non clinical participants would not be distressed by 
participation in the study, the potential for this was discussed with participants. GPs were 
not routinely informed of participation.
All participants were offered the opportunity to receive a summary of the results o f the 
study.
RESULTS 
Structure of results section
The results section has been structured into four main sections. The first section 
describes the development of the YAO and provides details of the assessment of its 
psychometric properties. The second section describes the characteristics of the samples 
in terms of the voice hearing experience. The next two sections describe the main
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analysis that was conducted for this study . The first of these sections describes the 
associations between voice relating and social relating and does this by dividing the 
analysis into the clinical and non clinical samples respectively. The second of these 
sections compares negative relating between the clinical and non clinical samples and 
considers voice relating and social relating.
The development of the “You and Others” questionnaire (YAO)
Description of questionnaire
In conjunction with J. Birtchnell, M. Hayward (personal communication, February 2005) 
generated items for the YAO from existing relating measures: the Persons Relating to 
Others Questionnaire 2 (PROQ2) (Birtchnell & Evans, 2003); a measure o f general 
unidirectional relating and Couples Relating to Each Other Questionnaire (CREOQ) 
(Birtchnell, 1997); a measure of reciprocal individual relating. The YAO was developed 
from the items on these questionnaires to form a measure of reciprocal general/social 
relating.
Birtchnell’s relating theory (1996, 2002) suggests that there are two main axes of 
relating: uppemess-lowemess and distance-closeness. The YAO was designed to 
measure negative relating. The four relating domains on the YAO correspond to 
Birtchnell’s two main axes of relating, but different terminology has been used to 
increase the constructs’ clinical relevance. For example, uppemess was construed in 
terms of a perception that others are upper and was called ‘other dominance \  Negative 
closeness can be described as others being intrusive and hence this domain was termed 
‘other intrusiveness V ‘Other dominance’ and ‘other intmsiveness'' are domains of 
relating that measure how the person perceives others as relating to him/herself.
Hayward (2003) concluded from the results of his study that it was likely that lowemess 
and closeness were measuring the underlying construct of dependence and ‘se lf 
dependence’ was the third domain. Finally, the term distance remained {‘se lf distance’)
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as it was felt it was a relevant clinical descriptor: that one tries to put distance between 
him/herself and others. '‘S e lf dependence’ and ‘ s e lf  distance’ are domains of relating that 
measure how the person relates to others. The initial YAO purported to measure 
dominance, dependence, intrusiveness and distance and had 46 items.
Piloting of questionnaire
Concwrent validity
Prior to the start of this study, the 46 item YAO was piloted on a sample of 96 people to 
assess its psychometric properties. The sample was obtained through an opportunity 
sample of friends, family and university students (with prior agreement o f the University 
Ethics Committee). Piloting involved a number of phases. Initially the YAO was piloted 
for its validity, i.e. that the questionnaire measured what it was supposed to measure: 
reciprocal social relating. It had been developed from standardised measures o f relating 
and so this alluded to reasonable concurrent validity.
Constmct validity
The YAO was assessed to see if  it had construct validity i.e. that it encompassed the four 
relating domains described above. Principal components analysis was conducted on the 
46 items comprising the questionnaire. In line with what was expected from the 
literature, the items were forced into four factors that accounted for 46% of the variance 
in scores. Since it was expected that items would correlate with each other, oblique 
rotation was used (Costello & Osborne, 2005). Items that loaded onto more than one 
factor were excluded from further analysis. This was because these items were unlikely 
to be ‘pure’ items measuring one factor. This left a total of 25 items: two factors with 
eight items, one factor with six items and one factor with three items (table a).
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Table a) Summary of the factor analysis
Factor loadings
Other Other Self Self
Items on questionnaire Intrusiveness Dominance Dependence Distance
‘Other people try to put too much pressure 0.773 
on me’
‘Other people try to take control o f m e’ 0.731
‘Other people try to get too close to m e’ 0.726
‘Other people try to involve me too much 
in their lives’ 0.686
‘Other people won’t leave me alone’ 0.650
‘Other people expect me to spend too much 
o f my time with them’ 0.642
‘Other people intrude on my privacy’ 0.630
‘Other people show too much interest in me’ 0.611
‘I am more o f  a follower than a leader’ 0.679
‘Other people overpower me’ 0.664
‘Other people boss me about a lot’ 0.616
‘It is easy for other people to change my mind’ 0.580
‘Other people make me feel inferior’ 0.562
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Table a) Summary of the factor analysis continued
Factor loadings
Other
Items on questionnaire Intrusiveness
Other
Dominance
Self
Dependence
Self
Distance
‘I appreciate it when others tell me what to do’ 0.525
‘Others tiy to push me around’ 0.494
‘Other people put me down a lot’ 0.488 -
T need a lot o f close contact with others’ 0.666
‘I tend to get so close to people that I cannot 
bear to let go o f  them’ 0.559
T cannot bear to be left on my own’ 0.486
T prefer to keep people at a safe distance’ 0.782 „
T find it best to keep out o f  other people’s way’ 0.689
‘Other people make it hard for me to 
have an independent existence’ 0.595
T don’t trust people very easily’ 0.569
‘Other people don’t allow me the space to be m yself 0.509
‘Other people crowd in on m e’ 0.372
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The items comprising each factor did appear to correspond to the expected domains of 
relating (other dominance, other intrusiveness, self dependence and self distance). The 
factor with three items was labelled ‘self dependence’. The items in this factor were T 
need a lot of close contact with others’, T tend to get so close to people I cannot let go of 
them’ and T cannot bear to be left on my own.’ Due to the small number o f items in this 
scale and the fact that items were very similar, it Was decided that this factor was 
relatively meaningless and should be excluded from the questionnaire.
The final version of the YAO had 22 ‘negative’ items and measured three domains of 
relating: ‘other dominance’, ‘other intrusiveness’ and ‘self distance’. Feedback from 
participants indicated that having only negative items on the questionnaire was quite 
monotonous. Therefore six positive items were added to the questionnaire to break up 
the monotony o f having only negative items. These items were not scored and were 
excluded from the analysis.
Face validity
The new 28 item YAO was piloted for face validity on a sample of 15 people. 
Respondents reported that the questionnaire was relatively clear and concise and made 
sense. They preferred the shorter version of the questionnaire. It was concluded that the 
YAO had reasonable face, construct and concurrent validity.
Test-retest reliability
In terms of the YAO’s test-retest reliability, i.e. whether if administered again it would 
yield the same results, 15 people completed the YAO on two occasions a week apart. A 
Pearson’s Test indicated that there was a significant positive correlation between scores 
at time 1 and time 2 on the subscales of intrusiveness (r (15) = 0.631, p = 0.00, 2 tailed 
test), dominance (r (15) = 0.69, p = 0.01,2 tailed test) and distance (r (15) = 0.67, p =
1 All data in this study is reported to two decimal places.
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0.01, 2 tailed test). According to guidelines by Barker et al. (2002), these figures alluded 
to ‘marginal’ test-test reliability.
Internal consistency
The internal consistency of the items comprising each factor was measured. All items in 
each of the three factors contributed to the respective item totals and hence no items were 
dropped from the scale. Cronbach’s alpha scores were 0.72 for ‘dominance’ and 
‘distance’ and 0.85 for ‘intrusiveness’. Therefore it was concluded that the subscales of 
the YAO demonstrated acceptable to good internal reliability (Barker et al., 2002).
Conclusions about psychometric properties of YAO
It was noted that the YAO only demonstrated ‘marginal’ test retest reliability (Barker et 
ah, 2002) and this is a criticism of this measure. Since test retest reliability was 
conducted on a relatively small sample, future research could focus on replicating a test 
retest reliability analysis on a larger sample to see if reliability remains ‘marginal’. Since 
the other forms of reliability and validity were deemed to be reasonable, it was concluded 
that the YAO demonstrated sufficient psychometric properties to be used in the main 
study.
The results of the main study
Data screening 
Introduction to section
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The next part of this thesis describes the results obtained in the main study. Before 
deciding upon the main analysis, I conducted a data screening process looking at missing 
values, normality of the data and distributions in the clinical and non clinical samples.
Missing values
Due to the ordinal nature of the majority of variables, where there was one missing value 
of a scale this value was replaced with the median of the scale. Where there were two 
missing values, this scale was disregarded from analysis. Missing data was minimal and 
one scale for two participants was disregarded.
Assumptions o f  normality
Data was explored to see if it was normally distributed. Much of the data did not meet 
assumptions of normality and hence was transformed or used in non parametric analysis. 
Variables were transformed using the square root or reflect and square root methods 
(depending on whether data was positively or negatively skewed).
Distributions o f  the clinical and non clinical samples
Prior to the analysis, I looked at the data concerning voice relating and social relating. 
The data showed two distinct distributions in the clinical and non clinical samples. This 
indicated that the two samples came from different populations. My main ‘Hypothesis 1’ 
compared voice relating and social relating and did not differentiate between clinical and 
non clinical voice hearers. Prior to the data screening process it was thought that it might 
be possible to conduct analysis on the total sample of 50 voice hearers, thus to give the 
study greater power. The fact that there were two distinct distributions meant that data 
could not be pooled and the hypothesis were investigated separately for each sample.
The voice hearing experience in the clinical and non clinical samples
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Introduction to descriptive statistics
This first section focuses on aspects of the voice hearing experience and differences that 
occurred in the clinical and non clinical sample. The descriptive statistics relate to the 
results from the PSYRATS scale (Haddock et a l ,  1999). This section includes 
exploratory analysis that does not relate to the study’s hypotheses. Since this scale 
produces ordinal data, non parametric tests have been used throughout.
The identity of the predominant voice
Table b) summarises the identity of the predominant voice in the clinical and non clinical 
samples.
Table bj The identity of the predominant voice
Percentage of sample
Identity of voice Clinical Non clinical
Recognised (aligned with someone in social world) 53% (17/32) 44% (8/18)
Supernatural (e.g. God, Devil) 13% (4/32) 39% (7/18)
Incognito (not recognised) 34% (11/32) 17% (3/18)
Table b) showed that a higher percentage of clinical participants had their voices 
categorized as ‘incognito’ than non clinical participants and a greater percentage o f the 
non clinical sample viewed their voice as having a supernatural identity.
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Frequencv of voice hearing experience
Table c) shows the frequency of the voice hearing experience for the clinical and non 
clinical sample
Table c) The frequencv of voice hearing experience
PSYRATS Percentage o f sample
Frequency of voice hearing Clinical Non clinical
Voices not present or present less than once a week 3% (1/32) 17% (3/18)
Voices occur at least once a week 13% (4/32) 28% (5/18)
Voices occur at least once a day 31% (10/32) 33% (6/18)
Voices occur at least once an hour 9% (3/32) 11% (2/18)
Voices occur continuously or almost continuously 44% (14/32) 11% (2/18)
Table c) shows that non clinical voice hearers heard voices less frequently than clinical 
voice hearers. A Mann-Whitney U Test found this relationship to be significant (z (32, 
18) = -2.70, p = 0.00) (clinical group: median = 3 ‘voices occur at least once a day’, 
range = 4; non clinical group: median = 2 ‘voices occur at least once a week’, range = 4).
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The duration of hearing voices
Table d) shows the duration of the voice hearing experience in the clinical and non 
clinical samples.
Table dj The duration of hearing voices
PSYRATS Percentage o f sample
Frequency of voice hearing Clinical Non clinical
Voices last a few seconds 9% (3/32) 17% (3/18)
Voices last for several minutes 38% (12/32) 56% (10/18)
Voices last for at least one hour 19% (6/32) 6% (1/18)
Voices last for hours at a time 34% (11/32) 17% (3/18)
Missing data 0% (0/32) 4% (1/18)
Table d) shows that, on average, episodes of voice hearing lasted for longer duration for 
clinical voice hearers than non clinical voice hearers. This difference was found to be 
significant with a Mann-Whitney U Test (z (32,18) = -1.79, p = 0.04) (clinical group: 
median = 3 ‘voices last for at least once an hour’, range = 3; non clinical group: median = 
2 ‘voices last for several minutes’, range = 3).
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Content of voices
Table e) shows the frequency of negative content in the predominant voice over the 
course of the previous week in the clinical and non clinical sample.
Table e) Frequencv of negative content of prédominant voice
PSYRATS Percentage of sample
Frequency of negative content Clinical Non clinical
Occasional unpleasant content 6% (2/32) 17% (3/18)
Minority of voice content is unpleasant or negative 9% (3/32) 11% (2/18)
Majority of voice content is unpleasant or negative 32% (10/32) 6% (1/18)
All of voice content is unpleasant or negative 47% (15/32) 0% (0/18)
Voices not present in previous week 6% (2/32) 61% (11/18)
Missing data 0% (0/32) 6% (1/18)
Table e) shows that many of the non clinical participants had not heard voices within the 
previous week. A Mann-Whitney U Test showed that clinical voice hearers rated their 
voices as having a higher frequency of negative content than non clinical voice hearers (z 
(32, 18) = -4.96, p = 0.00) (clinical group: median = 3 ‘majority of voice content is 
negative or unpleasant’ range = 4; non clinical group: median = 0 ‘voices not present’ 
range = 3).
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Degree of negative content of the predominant voice
Table f) shows the degree of negative content of the predominant voice. 
Table f) Degree of negative content of predominant voice
PSYRATS
Degree of negative content
Percentage of sample 
Clinical Non clinical
Not unpleasant or negative 10% (3/32) 61% (11/18)
Some degree of negative content but not personal 
comments
6% (2/32) 22% (4/18)
Personal verbal abuse and comments on behaviour 6% (2/32) 6% (1/18)
Personal verbal abuse relating to self concept 22% (7/32) 6% (1/18)
Personal threats to self 56% (18/32) 0% (0/18)
Missing data 0% (0/32) 5% (1/18)
Table f) shows that the majority of non clinical voice hearers (83%) viewed their voices 
as not having negative content or having some degree o f negative content, but with no 
personal remarks. The majority of clinical voice hearers (78%) viewed their voice as 
having negative content of verbal abuse relating to self concept and making personal 
threats to the self. A Mann-Whitney U Test showed that clinical voice hearers described 
their voices as having greater negative content than non clinical voice hearers (z (32, 18)
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= -4.88, p = 0.00) (clinical group: median = 4 ‘personal threats to self, range = 4; non 
clinical group: median = 0 ‘not unpleasant or negative’, range = 4).
Distress associated with the voice hearing experience
Table g) shows the intensity of distress associated with the voice hearing experience in 
the clinical and non clinical sample.
Table g) The distress associated with the voice hearing experience 
PSYRATS Percentage o f sample
Distress Clinical Non clinical
Extremely distressing 31% (10/32) 0% (0/18)
Very distressing 29% (9/32) 11% (2/18)
Moderately distressing 28% (9/32) 11% (2/18)
Slightly distressing 6% (2/32) 6% (1/18)
Not distressing 6% (2/32) 72% (13/18)
Table g) shows the differences in the distress associated with the voice hearing 
experience in the two samples. Non clinical voice hearers were most likely to report that 
their voice hearing experience was not distressing at all, whereas only 6% of clinical 
voice hearers felt this way. A Mann-Whitney U Test showed that clinical voice hearers 
were more distressed by their experience of hearing voices than non clinical voice hearers
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(z (32, 18) = -4.58, p = 0.00) (clinical group: median = 3 ‘voices are veiy distressing’
range = 4; non clinical group: median = 0 ‘voices are not distressing at all ’, range = 3).
Perceived controllabilitv of voice hearing
Table h) shows the controllability participants felt they had over their voice hearing
experience.
Table h) Controllabilitv associated with the voice hearing experience
PSYRATS Percentage of sample
Frequency of voice hearing Clinical Non clinical
No control over voices 38% (12/32) 22% (4/18)
Some control over voices occasionally ' 34% (11/32) 11% (2/18)
Some control over voices half of the time 6% (2/32) 11% (2/18)
Some control over voices most of the time 22% (7/32) 28% (5/18)
Some control over voices all of the time 0% (0/32) 28% (5/18)
Table h) shows that 28% of non clinical voice hearers believed they can have some 
control over their voices all of the time and 0% of clinical voice hearers. A Mann- 
Whitney U Test showed that non clinical voice hearers perceived themselves as having 
greater control over their voices than clinical voice hearers (z (32, 18) = -2.54, p = 0.00)
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(clinical group: median = 3 ‘some control occasionally’ range = 3; non clinical group: 
median = 1 ‘some control over voices on majority of occasions’, range = 4).
Disruption caused to life bv voice hearing
Table i) shows the amount of disruption caused to daily activities by voice hearing in the 
clinical and non clinical sample.
Table i) Disruption caused to life bv voice hearing
PSYRATS Percentage of sample
Disruption Clinical Non clinical
No disruption to life 6% (2/32) 78% (14/18)
Minimal disruption 13% (4/32) 6% (1/18)
Moderate disruption 56% (18/32) 11% (2/18)
Severe disruption 22% (7/32) 0% (0/18)
Missing data 3% (1/32) 6% (1/18)
Table i) shows that the majority of non clinical voice hearers lives were not disrupted by 
their voice hearing experience. This contrasts with only 6% of clinical voice hearers, the 
majority of whom (81%) were rated as having their lives severely or moderately 
disrupted by hearing voices. A Mann-Whitney U Test showed that the lives of clinical 
voice hearers were more disrupted by the voice hearing experience than non clinical
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voice hearers (z (32, 18) = -4.93, p = 0.00) (clinical group: median = 2 ‘ moderate 
disruption’, range = 3; non clinical group: median = 0 ‘ no disruption to life’, range = 2).
Beliefs about voices
Table j) shows the mean scores on the beliefs about voices questionnaire (BAVQR) in the 
clinical and non clinical samples.
Table i) Mean scores on the BAVOR for the clinical and non clinical samples
Clinical sample Non clinical sample
BAVQR Mean Standard
Deviation
Mean Standard 
Deviation
Malevolence 11.22 (6.70) 0.83 (2.88)
Benevolence 4.34 (5.45) 10.22 (5.92)
Omnipotence 11.03 (4.95) 6.56 (3.65)
Table j) shows that participants in the clinical sample believed more strongly in the 
power and malevolence (intention to do harm) of their predominant voice, than the 
intentions of the voice to do good (benevolence). It shows that participants in the non 
clinical sample held stronger beliefs that their predominant voice had intentions to do 
good (benevolence) and weaker beliefs in its intentions to do harm (malevolence).
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The malevolence and benevolence variables did not meet criteria for normality and could 
not be transformed hence non parametric tests were used. A Mann-Whitney U Test 
showed that clinical voice hearers scored significantly higher on the malevolence 
measure of the BAVQR than non clinical voice hearers (z (32, 18) = -5.08, p = 0.00). A 
Mann-Whitney U Test showed that clinical voice hearers scored significantly lower on 
the benevolence measure of the BAVQR than non clinical voice hearers (z (32, 18) = - 
3.12, p = 0.00). An independent t-test found that clinical voice hearers scored 
significantly higher on the omnipotence measure o f the BAVQR than non clinical voice 
hearers (t (48) = 3.35, p = 0.02)
Therefore, there were significant differences in the beliefs held about their predominant 
voice in clinical and non clinical voice hearers. Non clinical voice hearers were more 
likely to believe in the ‘good intentions’ of their voice; clinical voice hearers were more 
likely to believe in the intentions to do harm and the voice’s,omnipotence.
Beliefs about voices and content of voices
Table k) shows the associations between the different types of beliefs about voices and 
the degree of negative content o f the voice.
Table k) Beliefs about voices and degree of negative content of voice
Beliefs about voices (BAVQR)
BAVQR Malevolence Benevolence Omnipotence
Negative content 0.76** -0.54** 0.69**
**p<0.01
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Data did not meet criteria for normality and could not be transformed. A Spearman’s 
Rho showed that significant positive correlations were found between degree of negative 
content of the voice and malevolence (r (50) = 0.76, p = 0.00) and degree of negative 
content of the voice and omnipotence (r (50) = 0.69, p = 0.00). This means that strong 
beliefs about a voice’s malevolence and omnipotence were associated with high negative 
content of the voice. A significant negative correlation was found between degree o f  
negative content of the voice and benevolence (r (50) = -0.54, p = 0.00). This means that 
strong beliefs about a voice’s benevolence were associated with low negative content of 
the voice.
Main analysis in the study: associations between voice relating and social relating
Introduction to the main analysis
Hypothesis 1 of this study was ‘the relationship that a voice hearer has with his/her voice 
will miiTor the relationships he/she has with people in his/her social world’. This 
hypothesis was investigated for each sample. One tailed tests were used because of the 
specified nature of the direction in the hypotheses. Where data was not normal and could 
not be transformed, non parametric analysis were used. I followed Field’s (2005) 
guidelines: where there are a large number of tied ranks in a small data set, Kendall’s tau- 
b-b should be used as opposed to Spearman’s Rho.
Associations between voice relating and social relating in the clinical sample
Table 1) shows the correlations between the voice relating and social relating scales for 
the clinical sample.
Parametric analysis was conducted on the transformed variables of hearer distance and 
self distance. A Pearson’s Test indicated that there was no significant correlation 
between hearer distance and other distance (r (32) = 0.24, p >0.05). These results do not
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support the hypothesis that ‘the relationship that a voice hearer has with his/her voice will 
mirror the relationships he/she has with people in his/her social world.’
Table 1) Correlations between scales on the VAY and scales on the YAO in the clinical
sample
YAO
VAY Self distance Other dominance Other intrusiveness
Hearer distance 0.24
Voice dominance 0.39*
Voice intrusiveness 0.06
*p<0.05
Parametric analysis was conducted on the transformed variables of voice dominance and 
other dominance. A Pearson’s Test indicated that there was a significant positive 
correlation between voice dominance and other dominance (r (32) = 0.39, p = 0.02). 
These results provide support for the hypothesis ‘the relationship that a voice hearer has 
with his/her voice will mirror the relationships he/she has with people in his/her social 
world’.
A non parametric test was conducted on the intrusiveness variables because data were not 
normally distributed and could not be transformed. A Kendall’s tau-b test found that 
there was no significant positive correlation between voice intrusiveness and other 
intrusiveness (r (32) = 0.06, p >0.05). These results do not provide support for the
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hypothesis ‘the relationship that a voice hearer has with his/her voice will mirror the 
relationships he/she has with people in his/her social world’.
Therefore, the only association between voice relating and social relating found in the 
clinical sample was between voice dominance and other dominance. This provides 
limited support for the main hypothesis that ‘the relationship that a voice hearer has with 
his/her voice will mirror the relationship he/she has with people in his/her social world.’
Associations between voice relating and social relating in the non clinical sample
Table m) shows the correlations found between each of the three voice relating and social 
relating variables in the non clinical sample. Kendall’s tau-b non parametric test was 
used because data was not normal and could not be transformed.
Table m) Correlations between scales on the VAY and scales on the YAO in the non 
clinical sample
YAO
VAY Self distance Other dominance Other intrusiveness
Hearer distance 0.58**
Voice dominance 0.37*
Voice intrusiveness 0.01
**p<0.01 *p<0.05
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A significant positive correlation was found between hearer distance and self distance (r 
(18) = 0.58, p = 0.01) and between voice dominance and other dominance (r (18) = 0.37, 
p = 0.03). These results supported the hypothesis that ‘the relationship that a voice hearer 
has with his/her voice will mirror the relationships he/she has with people in his/her 
social world.’
There was no significant positive correlation between voice intrusiveness and other 
intrusiveness (r (18) = 0.01, p >0.05). These results did not provide support for the 
hypothesis that ‘the relationship that a voice hearer has with his/her voice will mirror the 
relationships he/she has with people in his/her social world.’
Therefore, the results relating to the distance and dominance variables in the non clinical 
sample supported the main hypothesis that ‘the relationship that a voice hearer has with 
his/her voice will mirror the relationship he/she has with people in his/her social world’. 
The results relating to the intrusiveness did not support this hypothesis.
Associations between relating styles and beliefs about voices and mood
f/a»
It was predicted that ‘ associations between relating styles will be independent o f  beliefs 
about voices and mood linked appraisals ’ (hypothesis 2). Previous analysis showed that 
significant associations were found between the relating styles of voice dominance and 
other dominance in both samples and hearer distance and self distance in the non clinical 
sample. Therefore, in order to test hypothesis 1c, a number of steps were taken:
1. I conducted analysis to investigate whether beliefs about voices (malevolence, 
benevolence and omnipotence) were associated with voice relating (voice 
dominance in both samples and hearer distance in the non clinical sample 
only) and social relating (other dominance in both samples and self distance in 
the non clinical sample only).
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2. I conducted analysis to investigate whether depression was associated with 
voice relating (voice dominance in both samples and hearer distance in the 
non clinical sample only) and social relating (other dominance in both 
samples and self distance in the non clinical sample only)
The analysis for these correlations is presented in appendix G.
3. Where significant correlations were found between the third variable (beliefs 
about voices or depression) and the voice relating variable and the third 
variable and the social relating variable, additional analysis was conducted to 
control for the effect of the third variable on the relationship between voice 
relating and social relating.
Voice dominance, other dominance and omnipotence in the clinical sample
Omnipotence was found to be associated with both voice dominance and other 
dominance in the clinical sample {appendix G). In order to assess whether omnipotence 
was affecting the association between voice dominance and other dominance, a partial 
correlation was conducted on the transformed variables (data was transformed because 
not normally distributed) of voice dominance, other dominance and omnipotence.
A Pearson’s test found that the effect of controlling the omnipotence variable was to 
decrease the correlation coefficient between voice dominance and other dominance to 
non significant (r (32) = 0.12, p >0.05). Therefore, it was concluded that omnipotence 
was affecting the voice dominance-other dominance relationship and hypothesis 2 
‘associations between relating styles are independent of beliefs about voices and mood’ 
was not supported.
Hearer distance, se lf distance and depression in the non clinical sample
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Depression was found to be associated with both hearer distance and self distance in the 
non clinical sample {appendix G). A  partial correlation was conducted in order to assess 
whether depression was affecting the association between hearer distance and self 
distance. Since data were nonparametric and could not be transformed, a non parametric 
partial correlation was conducted. A Kendall partial rank-order test showed that when 
the effect of depression was controlled there remained a significant correlation between 
hearer distance and self distance in the non clinical sample (r (18) = 0.42, p< 0.05). (Due 
to computing this calculation manually, an exact p value was not available). This 
partially supports hypothesis 2 that ‘associations between relating styles are independent 
of beliefs about voices and mood linked appraisals’.
Conclusions from the voice relating-social relating results
The results provided limited support for hypothesis 1 of this study that ‘the relationship 
that a voice hearer has with his/her voice will mirror the relationships he/she has with 
people in his/her social world’. The analysis that supported this hypothesis were voice 
dominance-other dominance relating in the clinical and non clinical samples and the 
hearer distance-other distance relating in the non clinical sample. The association 
between hearer distance and self distance in the non clinical sample remained significant 
when depression was controlled, but the association between voice dominance and other 
dominance in the clinical sample did not remain significant once omnipotence was 
controlled. Hence mixed support was provided for hypothesis 2 that ‘associations 
between relating styles will be independent o f beliefs about voices and mood linked 
appraisals.’
Comparing negative voice relating in the clinical and non clinical samples
Table n) provides a summary of the descriptive statistics related to the scores on the 
scales of the VAY (the measure o f negative voice relating) for the clinical and non 
clinical samples.
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Table n) Descriptive statistics of the scores on the VAY of the clinical and non clinical 
samples
Clinical sample Non clinical sample
VAY
Mean score Standard
Deviation
Mean score Standard
Deviation
Hearer distance 13.52 (5.56) 3.11 (5.30)
Hearer dependence 8.34 (6.78) 6.72 (7.14)
Voice dominance 14.78 (6.85) 3.11 (6.25)
Voice intrusiveness 9.03 (4.56) 1.82 (3.34)
Table n) shows that the largest difference between clinical and non clinical voice hearers’ 
scores on the VAY was on the dominance scale and the smallest difference was on the 
dependence scale.
It was predicted that clinical voice hearers would relate more negatively with their voices, 
hence score higher on scales on the VAY, than non clinical voice hearers (hypothesis 3). 
All statistical tests were one tailed because of the specified direction of the hypothesis. 
Data did not meet criteria for normality and could not be transformed for the dominance, 
intrusiveness and distance variables and so non parametric tests were used. The 
dependence data could be transformed so parametric tests were used for this data.
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A Mann-Whitney U Test indicated that clinical voice hearers scored significantly higher 
on voice dominance (z (32, 18) = -4.60, p = 0.00), voice intrusiveness (z (32, 18) = -4.60, 
p = 0.00) and hearer distance (z (32, 18) = - 4.51, p = 0.00). An independent t-test found 
that there was no difference on the dependence measure (t (48) = 0.86, p >0.05).
The results of the dominance, intrusiveness and distance scales of the VAY provided 
support for hypothesis 3 that1 clinical voice hearers will relate more negatively than non 
clinical voice hearers ’. However, the results of the dependence scales do not provide 
support for this hypothesis.
Comparing negative relating with people in one’s social world in the clinical and 
non clinical samples
Table o) provides a summary of the descriptive statistics that relate to the scores on the 
scales of the YAO (the measure of negative social relating) for the clinical and non 
clinical samples. Table n) shows that the clinical sample scored higher than the non 
clinical sample on all scales of the YAO. The smallest difference between scores is on 
the intrusiveness scale.
Table o) Descriptive statistics of the scores on the YAO of the clinical and non clinical
samples
Clinical sample Non clinical sample
YAO Mean score Standard Mean score Standard
Deviation Deviation
Self distance 7.91 (5.78) 3.22 (3.39)
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Other dominance 9.00 (6.67) 3.61 (4.73)
Other intrusiveness 7.13 (6.81) 4.00 (3.74)
It was predicted that clinical voice hearers would relate more negatively with people in 
their social world and hence score higher on scales on the YAO than non clinical voice 
hearers (hypothesis 3). All statistical tests were one tailed due to the specified nature of 
hypotheses. The dominance and intrusiveness variables were transformed so parametric 
tests could be used. An independent t-test found that clinical voice hearers scored 
significantly higher on self distance (t (48) = 3.61, p = 0.00) and other dominance (t (47) 
= 3.15, p = 0.00) scales of the YAO than non clinical voice hearers. There was no 
difference between scores on the other intrusiveness scale of the YAO (t (46) = 1.27, p = 
0.11).
The results of the dominance and distance scales of the YAO provided support for 
hypothesis 3 that ‘clinical voice hearers will relate more negatively than non clinical 
voice hearers’. The results of the intrusiveness scales did not support this hypothesis.
Conclusions from the negative relating results
The results of this study supported the hypothesis that ‘clinical voice hearers will relate 
more negatively than non clinical voice hearers This hypothesis was supported in all 
areas of relating apart from dependence in voice relating and intrusiveness in social 
relating.
DISCUSSION
Plan for discussion
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This discussion will begin by describing the main results of this study and how they 
related to the literature. It will go on to discuss exploratory results and differences in the 
clinical and non clinical samples. Limitations of this study will be discussed along with 
recommendations for future research. This discussion ends with describing clinical 
implications of this study and my reflections on the research process.
Main results: voice relating and social relating
Dominance
The results of the current study found that being related to in a dominant and insulting 
manner by the voice was associated with being related in a dominant and insulting 
manner by people in one’s social world. This was found in the clinical and non clinical 
samples. This result supports the work of Birchwood et al. (2000) who found that a 
power differential between the voice hearer and the voice was mirrored in a power 
differential between voice hearer and his/her social world.
In the current study, when omnipotence was controlled in the clinical sample, no 
association was found between voice dominance and other dominance. This indicated 
that omnipotence was having a mediating affect on the voice dominance-other dominance 
relationship (see Baron & Kenny, 1986, for a review). Due to the small sample size, it 
was not possible to conduct multiple regression to investigate further the relationship 
between these three variables. Therefore it is not known how omnipotence was 
mediating the voice dominance-other dominance relationship, just that it was affecting 
the relationship and was correlated with both these variables. Researchers in the voice 
hearing field have emphasised the importance of the role of beliefs about the voice’s 
power in the voice hearer’s affect and behaviour (e.g. Birchwood & Chadwick, 1997). 
This study also suggested that omnipotence has a key role to play in voice relating and 
social relating.
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The voice dominance-other dominance relationship in the non clinical sample was not 
affected by beliefs about voices and depression. There were similar low levels of 
dominant relating by the voice and others in one’s social world in the non clinical sample. 
Being related to in a dominant and insulting way occurred to a lesser extent in the non 
clinical sample than the clinical sample. In the case of dominance it appeared that, where 
there were low levels of negative relating that relating by the voice does mirror relating 
by others in one’s social world.
Distance
The results of the current study found that hearer distance mirrored self distance in the 
non clinical sample. No association was found in the clinical sample and this replicated 
the findings of Hayward (2003). Hayward (2003) concluded that relating from a position 
of distance was unique to the voice hearing process in his clinical sample. The results of 
the current study supported this finding, as there appeared to be greater negative relating 
from a position of distance to the voice than to others in one’s social world in the clinical 
sample.
The current study showed that the non clinical voice hearers related less negatively from 
a position of distance in both voice relating and social relating than the clinical voice 
hearers. Although no formal analysis was conducted, it appeared that the clinical sample 
related from a position of greater distance than dependence with the voice and that this 
pattern was reversed for the non clinical sample.
When conducting the interviews for the study, I noticed that many o f the clinical voice 
hearers talked about using distraction techniques such as listening to music and reading to 
cope with their voices. However, the non clinical voice hearers did not tend to talk about 
these techniques. A study by Haddock et al. (1998) compared focussing and distraction 
techniques used to cope with voices. These techniques could be compared to Birtchnell’s 
(1996; 2002) concepts of closeness and distance, respectively. Haddock et al. (1996) 
found that both types of treatments were effective. Vaughan and Fowler (2004) however
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found differing results: that relating to the voice from a position of distance was 
associated with distress.
In the current study, clinical voice hearers related more negatively to their voice from a 
position of distance than non clinical voice hearers. This study also showed that clinical 
voice hearers were more distressed than non clinical voice hearers. It may be, similar to 
the findings of Vaughan and Fowler (2004) that distress is associated with relating from a 
position of distance, due to not being able to escape from the voice hearing experience. 
Since this research was conducted as part of a broader research programme, a more 
detailed analysis o f this relationship has been conducted as part of a thesis by a fellow 
researcher (Sorrell, 2006).
Dependence
The current study found no difference between relating to the voice from a position of 
dependence in the clinical and non clinical sample. The clinical sample related more 
negatively with the voice than the non clinical sample in all aspects of relating, apart 
from dependence. Interestingly, dependence was the relating domain on which the non 
clinical group scored most highly.
Vaughan and Fowler (2004) found that lowemess was associated with less distress in 
their clinical sample. Since lowemess is part of the dependence construct, one might 
expect non clinical voice hearers to relate from a position of greater dependence than 
clinical voice hearers. However, this was not found to be the case in the current study.
This led me to consider the dependence scale on the VAY and whether it measured 
negative relating. Birtchnell (1996; 2002) described dependence in terms of negative 
closeness (e.g. feels helpless when alone, avoids being alone, feels devastated when close 
relationships end) and negative lowemess (e.g. cannot make decisions without excessive 
amounts of reassurance and advice, do things that are unpleasant to get other people to 
like him/her, has difficulty doing things on his/her own). Birtchnell (1996; 2002) stated
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that the research in the field of dependence suggests ‘that a moderate degree of 
dependence is acceptable, but that extreme degrees are pathological’ (Birtchnell, 1996; 
2002; p. 185).
Thinking about the dialogues I had with participants in the study, dependence seemed to 
have less of a negative ‘feel’ than the other relating domains. When participants talked 
about relating to the voice from a position of distance, this was associated with wanting 
to escape from the voice; being related to in a dominant and insulting manner was 
associated with a voice that was critical and bullying and a voice that was intrusive 
invaded privacy and did not give the voice hearer space for him/herself. I did not get a 
sense that dependence was viewed in such negative terms. Voice hearers talked about the 
benefits of listening to the voice and taking its advice. This may mean that the relatively 
low dependence scores in both the clinical and non clinical samples indicated ‘healthy’ 
dependence and was not a measure of negative relating. The fact that dependence did not 
come out as a factor on the YAO also supports this idea. These are ideas based on 
Birtchnell’s theoiy (1996; 2002) and my observations during the research process.
Further research is needed to formally investigate the notion of dependence and its 
association with negative voice relating and social relating.
Intrusiveness
The results of the current study showed no association between voice intrusiveness and 
other intrusiveness in the clinical and non clinical samples. Clinical voice hearers were 
related to with greater intrusiveness by the voice than non clinical voice hearers. In their 
study, Vaughan and Fowler (2004) found a small, but significant correlation between 
voice closeness and distress. Again, similar to my speculation about the distance 
findings, it is possible that being related to by the voice from a position of intrusiveness 
was associated with distress; but this would need further investigation.
The results of the current study showed no differences between clinical and non clinical 
voice hearers on the intrusiveness measure of the YAO. According to Birchwood e t a/.’s
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(2004) and Hayward’s (2003) ideas about interpersonal schema, we would expect voice 
relating to be mirroring social relating, however the results of the current study suggest 
that this is not the case.
Many of the intrusiveness items on the YAO require the participant to put him/herself in 
the shoes of another person/people (‘theory of mind’; Frith & Happe, 1994) (for example, 
‘other people tiy to get too close to me’). The research has suggested that some people 
with psychosis have difficulties with tasks requiring ‘theory of mind’ (Brime, 2005). 
Therefore, it is possible that some participants found the items on the intrusiveness scales 
of the VAY and YAO difficult to answer, however, it was beyond the scope of this study 
to be able to answer this question.
Additional analysis: differences between the clinical and non clinical samples
Form and content of voices
The results of the current study suggested that the experience of voice hearing differed 
for the clinical and non clinical samples in terms of the form and content of the voices 
and the distress associated with the voice hearing experience. Clinical voice hearers 
heard voices more frequently and for longer duration than non clinical voice hearers. 
They also had voices with greater negative content than the non clinical sample. These 
findings support previous work of Honig et al. (1998), Romme & Escher, (2000) and 
Davis et al. (2001). The current study supported the work of Close and Garety (1998) as 
negative content of the voice was associated with beliefs about the voice’s malevolence 
and omnipotence. Positive voice content was not measured in the current study, but a 
negative correlation was found between negative content o f the voice and benevolence.
Distress
The results of the current study found that clinical voice hearers experienced their voices 
as less controllable, more distressing and more disruptive to their lives than non clinical
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voice hearers. The current study also showed that a greater percentage o f clinical (53%) 
than non clinical (17%) voice hearers met the criteria for clinical depression in this study. 
These results supported the findings of previous research that have suggested that the 
voice hearing is a more negative experience for clinical than non clinical voice hearers 
(Honig et al., 1998; Romme & Escher, 2000; Davis et aL, 2001).
However, I think one needs to be wary about categorizing the experiences o f clinical and 
non clinical voice hearers into ‘positive-negative’ or ‘pleasant-unpleasant’. Previous 
research has suggested that some non clinical voice hearers do find it difficult to manage 
their experiences of hearing voices (Jones et aL, 2003). The results of the present study 
may have provided some support for this idea since some non clinical voice hearers met 
the criteria for diagnosis of depression. This raised queries about the current mental 
wellbeing of these individuals, although it is not known how or whether the depression 
was associated with the voice hearing experience
Previous research has suggested a continuum of voice hearing ranging from normality to 
eccentricity to psychosis (Peters et aL, 1999). Although the results o f this study indicated 
two separate populations, clinical and non clinical voice hearers, it may have been that 
these populations were so because of the sampling procedure. Although this study 
broadened inclusion criteria of the non clinical sample to include people who had past 
contact with mental health services, only one of the non clinical sample had a previous 
admission to a psychiatric hospital. It may be that there is a group o f voice hearers with 
infrequent current contact with mental health services that were not included in the study. 
Investigating a wider range of people who hear voices would give more of an idea of 
whether there is a voice hearing continuum and how characteristics of the voice hearing 
experience differ within this continuum.
Limitations of the research
Demographic characteristics of the two samples
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The clinical and non clinical samples differed in terms of basic demographic 
characteristics such as age, gender and duration of voice hearing. Although formal 
statistical tests were not conducted to assess significant differences, the non clinical 
sample appeared to be older on average and had been hearing voices for a longer duration 
(which would make sense if they are older). There was a higher ratio o f male to female 
in the clinical sample, but not in the non clinical sample. These observations raise 
questions about the validity of comparing two samples that differ on basic demographic 
characteristics.
Similarly, the two samples that were compared were of different sizes (N=32, N=18). 
Where possible, I tried to take into account the small sample size of the non clinical 
group when conducting statistical tests (for example, using Kendall’s tau instead of 
Spearmans for non parametric correlations). Although there was no formal objection to 
conducting the statistical tests I used with a small sample size, I wonder about the validity 
of comparing two samples with different sample sizes. This may be a limitation of the 
current study.
Recruitment to the study
The power calculation prior to the start of this study proposed that a sample size of 64 
was needed for the clinical population {appendix B). A post hoc power analysis indicated 
that the study was underpowered to detect differences in voice relating and social relating 
if  they did exist {appendix B). Therefore, it is possible that a larger sample size may have 
generated different results in the study.
Although it is typical for voice hearing research to use small sample sizes (Hayward’s 
2003 study had a sample size of 27 and Vaughan & Fowler’s 2004 study had a sample 
size of 30), a sample size of 32 clinical participants was disappointing with researchers 
working in three trusts. It is likely that the difficulties in recruiting to the study were due 
to a number of different reasons. In the clinical sample, a wony that participants were 
too ill or the research would increase distress was stated both by voice hearers and mental
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health workers as reasons for not participating/referring. Some potential participants 
expressed the reason for non participation was recent involvement in similar research 
studies.
Because the research was in a new area, a power calculation was not conducted for the 
non clinical voice hearers. It was hoped that the sample size would reach thirty so that it 
would be higher than the other non clinical studies. A sample size of 18 was smaller than 
had been hoped, but larger than some of the non clinical voice hearing studies: Honig et 
a l  (1998) had a sample size of 15.
The team of researchers tried a number of different ways to recruit non clinical 
participants. Seventy eight percent of participants came from articles in newspapers. As 
part of the recruitment process, the researchers also sent letters to local spiritualist 
churches, but no potential participants came forward. It may be that the stigma attached 
to the phenomenon of hearing voices puts people off from talking about their 
experiences. This is speculative and would need research to investigate further.
Voices as an "interpersonal other’
This research rests on the assumptions that voices are thought of as ‘interpersonal others’ 
which can be related to (Leudar et ah, 1997; Garrett & Silva, 2003). However, when 
asked about relationships with voices, some participants made comments such as T’ve 
never thought of my voice in that way’. Recent research has corroborated the idea that 
some voice hearers do not view themselves as having a relationship with their voice 
(Chin, 2005). Chin (2005) proposed that viewing voices in a medical as opposed to 
relational framework and stigma surrounding talking to an ‘invisible other’ may be 
possible reasons for this view. In light of the participants’ accounts in the current study 
and the results of Chin (2005), it may be that this research imposed a relational 
framework upon participants in the study. The implications of this are that it might have 
been difficult for participants to complete the VAY (Hayward et al., 2005) and the Voice
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Relating Interview (Tozer & Hayward, 2005) and the results of the study would have 
been affected.
The YAO questionnaire
The ‘You and Others’ questionnaire (Phillips & Hayward, 2005) was developed for use 
in this study to assess reciprocal social relating. Although, most of its psychometric 
properties were reasonable, a criticism of this measure was its ‘marginal’ test-retest 
reliability.
A further criticism may be associated with the separateness of relating factors on the 
questionnaire. When the factor analysis was conducted on the original YAO, some of the 
items that were expected to be measuring ‘dominance’ fitted into the ‘intrusiveness’ 
factor and vice versa. This suggests that there may be an overlap in the two domains of 
‘being related to’ and questions whether there are two distinct factors of relating.
Personal communication with M. Hayward (June, 2005) highlighted the importance of 
keeping the two separate relating domains for ease o f working clinically with voice 
hearers. According to Birtchnell’s theoiy (1996; 2002) it also makes sense to separate 
the power-proximity domains. I have raised this point as something to be mindful of in 
future voice hearing work.
Summary of main findings
Previous research has suggested a voice hearer’s interpersonal schema affects how they 
relate with people in their social world and this is mirrored in how they relate with their 
voice (Birchwood et al., 2000; 2004; Hayward, 2003). The current study did not fully 
support the idea that voice relating mirrors social relating. Associations were found 
between two of the relating domains in the non clinical sample (distance and dominance). 
An association was found between the dominance relating domains in the clinical sample, 
but this was not independent of beliefs about the voice’s omnipotence.
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Non clinical voice hearers exhibited lower levels of negative relating, with the voice and 
socially, than clinical voice hearers in most of the relating domains. According to 
Birtchnell’s (1996; 2002) theory, people who have had a wide range o f satisfactory 
relating experiences are versatile relaters that are able to adopt relating positions to meet 
the needs of the situation. It may be that non clinical voice hearers are more versatile 
relaters than clinical voice hearers and that they are able to adopt a position that is more 
complementary and adaptive in relation to the voice, e.g. being able to respond 
submissively to a dominant other in anticipation of guidance.
Clinical implications
Dominance and power
The results of the current study support the proliferation of research that suggests the 
importance of the concept of power in voice relating (e.g. Chadwick & Birchwood, 1994; 
Birchwood et al., 2000; 2004). This suggests that clinical work focussed on challenging 
the voice hearer’s beliefs about the voice’s omnipotence would be useful. Similarly, 
techniques used to help the voice hearer to gain more power and control over their voice 
would also be helpful.
Chadwick (2006) described two new techniques he has been using with voice hearers. 
One involves the voice hearer locating the voice in an empty chair and telling the voice in 
an assertive and calm manner how he/she would like the relationship to develop. The 
other involves the therapist role playing the role so that an interactive dialogue occurs 
between voice and voice hearer. It would be useful if  future research could focus on 
assessing the effectiveness of these techniques in modifying voice hearers’ relationships 
with voices and distress. In particular, it would be important to assess whether there are 
any changes in the voice hearers’ beliefs about voices’ omnipotence and the control they 
feel they have over the voice hearing experience.
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Distance and intrusiveness
The earlier research into voice hearing suggested distancing oneself from the voice was a 
useful therapeutic technique to manage voices (Haddock et al., 1998). The results of the 
current study support recent research that suggests that trying to escape from the voice 
may be maladaptive and associated with distress (Vaughan & Fowler, 2004). This would 
suggest that people working with voice hearers may wish to encourage the development 
of a close relationship with their voice. However, as the study by Chin (2004) 
highlighted, some voice hearers may not want to have or admit to a relationship with the 
voice. Therefore, the importance of assessing what is useful for people on an individual 
basis is vital.
Chadwick’s (1996) approach concerns itself with distance in relating with the voice, 
however he uses the concept of distance to mean something different than escaping from 
the voice, he uses it to mean detachment and then subsequent acceptance of the voice. 
Due to the clinical implications of research, I think this highlights the need to be clear 
about what is being measured in the voice hearing research when ‘distance’ is referred to.
Dependence
I was interested by the results in the current study associated with the dependence 
measure of voice relating. It was surprising that dependence was the lowest score in the 
clinical sample and the highest in the non clinical sample and there were no significant 
differences between the two. How important is dependence in voice relating? Is it a 
relating style that stays fairly constant over time or does it change? As voice hearers 
learn to better cope with their voices and have less contact with mental health services, do 
their relationships with their voices change? The study o f Nayani and David (1996) 
suggested that relationships with voice hearers do change over time and this would be 
worth investigating in more details using the four relating domains: dominance; 
intrusiveness; distance; dependence; as used in this study.
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Social relating
Previous research has suggested that voice hearers may benefit from interpersonal 
therapy related to people in their social world (Birchwood et ah, 2000; 2004; Hayward, 
2003). However, this study did not support this idea since voice relating did not mirror 
social relating in the clinical sample.
Reflective account
At the start of this research process, I identified one of my reasons for choosing this 
project was to learn more about the voice hearing experience. I was struck by the 
resilience shown in those people who were struggling to cope with a frightening and 
tiring experience. Some voice hearers knew that their voices would get worse 
(temporarily) from talking about their experiences, however they still chose to take part 
in the study. Often because they wanted to help themselves and others who are learning 
to manage their voices. I think some people benefited from the research process alone: 
one non clinical voice hearer expressed relief at being able to talk about her experiences 
with a mental health professional who did not think she was mad. With regard to how 
this experience will affect my work: I am now more aware of the nature of the voice 
hearing process; how it differs greatly in individuals; and possible therapies that may be 
used. I hope to continue with this work in my career as a qualified clinical psychologist.
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APPENDIX A
BIRTCHNELL’S RELATING QUESTIONNAIRES : 
PROQ2 AND CREOQ
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PROG2
THE PERSON'S RELATING TO OTHERS QUESTIONNAIRE
PLEASE READ THIS BEFORE YOU START
The statements listed here are the sorts o f feelings and attitudes which 
people sometimes have about or towards other people. Please read each 
statement carefully and indicate, by ticking the appropriate column, the 
extent to which you think it applies to you.
Try to be completely frank and honest about yourself. Avoid answering the 
way you would like to be or the way you would like others to think of you, 
rather than the way you really are.
Try, as far as possible, to place your ticks in the “Nearly always true” and 
the “Rarely true" columns. The two middle columns are really for if you 
cannot make up your mind.
Please make sure that you have not missed out a page and that you have 
put a tick against every statement.
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1.1 keep myself to myself
2 .1 feel that nobody seems to care 
about me
3 .1 easily give in to people
4 .1 consider my needs are worth 
fighting for
5 .1 hold on to people too much
6 .1 have no difficulty telling another 
person what to do
7 .1 derive pleasure from looking after 
others
8. It is easy for other people to change 
my mind
9. I cannot tolerate disobedience
10.1 can never convince myself that 
people really love me
11.1 am willing to accept instruction 
from others
12. Even the slightest criticism can 
affect me for hours
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13.1 am easily intimidated by others
14.1 am prepared to put up a fight to 
get what I want
15.1 like being held and made a fuss of
16.1 usually get on with whatever I am 
required to do
17.1 think I am a very warm person
18.1 find it hard to stand up to people
19.1 like to be the one in control
20 .1 prefer other people to take the lead
21.1 have a tendency to cling to people
22 .1 let people push me around a lot
23 .1 tend to keep my feelings to myself
24. I can be very protective towards 
someone who is less able than myself
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N early  Q u ite  Som e R arely
alw ays often  tim es tru e
true tru e tru e
25. I have a dread of being rejected
26 .1 can be quite ruthless when I need 
to be
27 .1 am more a follower than a leader
28. I cannot resist trying to help those 
in need
29. When people I like go away I long 
for their return
30. It annoys me when people will not 
do what I expect of them
31. I have no difficulty doing what 
people tell me
32 .1 tend to get back at people who 
offend me
33 .1 cannot bear to be left on my own
34.1 don’t like to argue with people in 
case they end up disliking me
35. I need a lot of close contact with 
others
36 .1 prefer it when someone else is in 
control
2 6 7
37. Caring for others is something 
which comes naturally to me
3 8 .1 enjoy spending time on my own
3 9 .1 appreciate it when others tell me 
what to do
4 0 .1 have to come out on top
41.1 get too involved with people I like
4 2 .1 am easily put down by other 
people
43 .1 do not let people get away with 
insulting me
44. People know they can always turn 
to me for help
45. I respect those in authority
4 6 .1 don’t like to be the one who gives 
in
4 7 .1 easily tire of other people’s 
company
4 8 .1 seem to need a lot of looking after
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N early  Q uite  Som e R arely
alw ays o ften  tim es tru e
tru e tru e  true
49. When I tell people what to do I 
expect them to do it
50 .1 can never be sure that people 
approve of me
51.1 leave it to others to make the 
decisions
52.1 find it easy to be affectionate
53.1 don’t like others to know too 
much about me
54.1 get annoyed if people stand in my 
way
55.1 don’t trust people very easily
56. When there’s a confrontation I back 
off
57 .1 wan to reach out to people in 
trouble
58.1 don’t take too much notice of 
other people
59.1 am inclined to put people in their 
place
60.1 feel uncomfortable if things are 
not done the way I want them
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61.1 can be very caring when I need to 
be
62. I tend to look to others for guidance
63 .1 find it best to keep out of other 
people’s way
64.1 can’t help fussing over someone I 
feel close to
65. Looking up to someone is 
something which comes easily to me
66.1 know that there are people I can 
turn to if I need to
67.1 find it hard to tolerate people 
standing between me and what I want
68. If I can’t do something I find 
someone who can show me
69 .1 try to arrange things so that people 
do what I want
70 .1 can’t just stand by when I realize 
that someone needs help
71. When there’s an argument I tend to 
give in
72.1 am afraid that people are going to 
lose interest in me
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N early  Q u ite  Som e R arely
a lw ays often  tim es tru e
tru e tru e tru e
73 .1 am willing to go along with 
whatever other people say
74.1 can’t say “No” when it conies to 
helping other people
75.1 don’t like to be too involved with 
people
76.1 am prepared to stand up for my 
rights
77.1 feel drawn to people who are 
worse off than myself
78 .1 don’t feel I’ve verymuch to offer 
other people
79 .1 tend to get so close to people I 
can’t bear to let go of them
80. When things go wrong I’m inclined 
to think it’s my fault
81.1 tend to bully people
82 .1 feel lost when there is no-one to 
turn to for advice
83. If you get too close to people they 
always let you down
84. If I have to, I can take control of a 
situation
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85 .1 tend to put other people’s needs 
before my own
86.1 try not to let others get the upper 
hand
87.1 do not retaliate when others insult 
me
88.1 find it pleasant to get away from 
people
89. Rather than risk criticism I say 
nothing
90. Getting my own way is very 
important to me
91.1 can be veiy critical of other people
92.1 prefer to keep people at a safe 
distance
93. When people disagree with me I 
argue with them
94.1 do not let people get too close to 
me
95.1 find it helpful when I can cry on 
someone else’s shoulder
96.1 let other people organize my life 
for me
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CREOQ -  Couples Relating to Each 
Other Questionnaire
There are five questionnaires that comprise the CREOQ -  'the man's 
assessm ent of his partner in relation to him self, 'the man's 
assessm ent of himself in relation to his partner', 'the woman's 
assessm ent of her partner in relation to him self, 'the woman's 
assessm ent of herself in relation to her partner' and 'ourselves as a 
couple'. Since the sam e questions are used on the male and fem ale 
versions of the questionnaires, I thought it appropriate to just 
include three out of five.
THE MAN'S ASSESSMENT OF HIMSELF IN RELATION TO 
HIS PARTNER
PLEASE READ THIS BEFORE YOU START
The statements listed here are the sorts of feelings and attitudes which men 
sometimes have about or towards their wives or living partners. Please read 
each statement carefully and indicate, by ticking the appropriate column, the 
extent to which it applies to you in relation to your partner.
Try to be completely frank and honest about yourself. Avoid answering the way 
you would like to be or the way you would like others to think of you, rather than the 
way you really are.
Tiy, as far as possible, to place your ticks in the "Mostly Yes” and "Mostly No" 
columns. The two middle columns are really for if you cannot make up your mind.
Please go somewhere quiet by yourself to fill this in. Your partner should not help 
you and you should not discuss it with her or show it to her. Once you have finished, 
place it in its envelope and seal the envelope up. After that, the two of you are free to 
discuss it if  you wish.
Please make sure that you have not missed out a page and that you have put a tick 
against every statement.
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.1 easily give in to her M ostly
yes
Q uite
often
Som e
tim es
MostI;
2 .1 hold on to her too much
3 .1 can be quite tough with her
4 .1 find I make a lot of decisions for 
her
5 .1 can be very critical of her
6 .1 enjoy her company
7 .1 rely on her more than I should
8 .1 prefer to keep her at a safe distance
9. I allow her to take control
10.1 seem to know what is best for her
11.1 don’t communicate very much 
with her
12.1 say quite hurtful things to her
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13.1 am not very good at standing up to 
her
14.1 let her have time to herself
15.1 try hard not to let her get the better 
of me
16.1 try not to show her my feelings
17.1 go along with whatever she says
18.1 tend to boss her about a lot
19.1 feel warm and affectionate to her
20 .1 try to keep out o f her way
21 .1 am willing to let her help me
22 .1 can never be sure that she 
approves of me
23. It is easy for her to change my mind
24. I do not like to get too involved 
with her
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M ostly  Q u ite  Som e M ostly
yes o ften  tim es no
25. I have a tendency to look up to her
26. It annoys me when she does not do 
what I expect of her
27 .1 find it pleasant to spend time away 
from her
28. I seem to need to have her around a 
great deal
29. Her judgement is better than mine
30. I’m afraid I don’t pay her much 
attention
31. I find it hard not to make a great 
fuss of her
32 .1 need to be reassured by her
33.1 feel able to let her comfort me
34.1 look to her for guidance
35.1  can be the responsible partner
36.1 tend to be possessive towards her
2 7 6
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37. I have a dread of being rejected by 
her
38.1 prefer her to make the decisions
39. When she upsets me I tend to go 
away and sulk
40 .1 am inclined to think of her as 
stupid
41.1 consider myself to be the 
dominant partner
4 2 .1 feel I know her better than she 
knows herself
43. When she gets too close to me it 
makes me feel uneasy
4 4 .1 ask her to help me solve my 
problems
45. I like to get my own way with her
46. She helps me make up my mind
4 7 .1 can be veiy demanding of her 
attention
48 .1 let her trample on me
2 7 7
Major Research Project
M ostly  Q uite  Som e M ostly
yes often  tim es no
49. I like to be the one who is in 
control
50 .1 feel uneasy when she goes out 
without me
51 .1 cannot convince myself that she 
really cares about me
52. I’m inclined to withdraw from her 
and go into my shell
53 .1 find it hard to admit to her that I 
may be wrong sometimes
54. When she is away from me I feel 
anxious until she returns
55 .1 avoid taking responsibility in our 
relationship
56 .1 do not give her credit for the good 
things she does
57. I’m not inclined to spend much time 
with her
58. When I tell her what to do I expect 
her to do it
59 .1 don’t like to pick a quarrel with 
her in case it turns her against me
60 .1 am happy to seek her advice on 
certain matters
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61.1 am inclined to organise her life for 
her
62 .1 tend to escape from her into a 
world of my own
63.1 think I might frighten her
64.1 upset her by trying to stay too 
close to her
65. She is more often right than I am
66.1 find it hard to allow her to have 
time to herself
67 .1 don’t seem to match up to her 
expectations of me
68 .1 have difficulty letting go of her
69.1 prefer it when I am the one who 
makes the decisions
70.1 don’t like her to know what I am 
thinking
71.1 am able to take charge of things 
when she needs me to
72 .1 seem to want to be looked after by 
her
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M ostly  Q uite  S om e • M ostly
yes o ften  tim es no
73.1 don’t really feel I have much to 
offer her
74. She is able to dominate me
75.1 tend not to let her think things out 
for herself
76. It upsets me a lot when she 
criticises me
77.1 tend to put her down a lot
78 .1 am able to calm her when she is in 
a state
79.1 am willing to let her take the lead
80.1 expect her to fit in with me rather 
than the other way round
81. I’m not sure that she can look after 
herself
82.1 find it necessary to put her in her 
place
83.1 am afraid that she is losing interest 
in me
84. It is easy to be caring towards her
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85.1 have to accept that she is the boss
86. She respects the decisions I make
87.1 have a great need to talk to her
88. It upsets me when things are not 
done the way I want them
89.1 fel that she needs looking after by 
me
90. There are times when I am happy to 
do what she tells me
91.1 don’t take her neds into account
92. I’m not happy about her going out 
with other people
93 .1 am afraid of offending her
94 .1 accept that there are times when I 
need to keep out of her way
95. She respects me for what I am
96.1 find it hard to let her visit her 
family or close friends
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MP
THE MAN'S ASSESSMENT OF HIS PARTNER IN RELATION 
TO HIMSELF
PLEASE READ THIS BEFORE YOU START
This is a list of statements which men sometimes use to describe their wives or 
living partners. Please read each statement carefully and indicate, by ticking the 
appropriate column, the extent to which it applies to your partner.
Try to be completely frank and honest about her. Avoid answering the way you 
would like her to be or the way you would like others to think of her, rather than 
the way she really is.
Try, as far as possible, to place your ticks in the “Mostly Yes” and “Mostly No" 
columns. The two middle columns are really for if you cannot make up your mind.
Please go somewhere quiet by yourself to fill this in. Your partner should not help 
you and you should not discuss it with her or show it to her. Once you have finished, 
place it in its envelope and seal the envelope up. After that, the two of you are free to 
discuss it if  you wish.
Please make sure that you have not missed out a page and that you have put a tick 
against every statement.
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1.Ignores me
2. Tends to lookup to me
3 .Wants to fuss over me
4. Bosses me about
5. Withdraws a lot into her shell
6. There when I need her
7. Tries to organise my life for me
8. Keeps me at a distance
9. Wants things done her way
10. Warm and loving
11. Seems to need me to look after her
12. Tries to put me down
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13. Easily gives in to me
14. Tries to keep me to herself
15. Calms me when I’m in a state
16. Greatly upset when I criticise her
17. Not very good at standing up to me
18. Won’t leave me alone
19. Makes me feel useless
20. Tries to keep out of my way
21. Strong and determined
22. Tries to make all my decisions for 
me
23. Does not easily communicate with 
me
24. Needs to have me around a lot
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M ostly  Q u ite  Som e M ostly
yes o ften  tim es no
25. Lets me trample over her
26. Thinks she knows what’s best for 
me
27. Can admit that she may be wrong
28. Tries to put me in my place
29. Fears that I may be losing interest 
in her
30. Makes hurtful remarks to me
31. Relies on me more than she should
32. Does not let me get too close to her
33.Tries to make me out to be stupid
34. Able to let me comfort her
35. Goes along with whatever I say
36. Not very good at solving her 
problems
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37. Tries to stay too close to me
38. Does not seem to consider what I 
want
39. Invites me to dominate her
40. Enjoys a close relationship with me
41. Turns to me for guidance
42. Does not like to get too involved 
with me
43. Needs to be the one in control
44. Believes that I don’t care enough 
about her
45. Not one to make much of a fuss 
about anything
46. Not too proud to ask my advice
47. Does not like me to go out without 
her
48. Tries to threaten me
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M ostly  Q u ite  Som e M ostly
yes  o ften  tim es no
49. Tends to think she is not worthy of 
me
50. Not very good at making up her 
own mind
51. Does not let me know what she is 
thinking
52. Constantly reminds me of my 
failings
53. Seems to want me to make all the 
decisions for her
54. Becomes bad tempered if I don’t 
give in to her
55. Quite content to spend time away 
from me
56. Can never be sure that I approve of 
her
57. Discounts my opinion
58. Dislikes it when I visit my family or 
friends
59. Shuns responsibility in the 
relationship
60. Doesn’t seem to appreciate that I 
am capable of looking after myself
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61. Easily influenced by me
62. Can let me have time to myself
63. Tries to put me off the things I like
64. When I’ve upset her she tends to go 
away and sulk
65. Does not appreciate that I am a 
person with ideas of my own
66. Expects me to take control
67. Does not seem to trust her own 
judgement
68. Seems to live in a world of her own
69. Does not give me credit for the 
good things I do
70. Someone I look up to with respect
71. Needs to be reassured by me
72. Tries to dominate me
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M ostly  Q uite  Som e M ostly
yes o ften  tim es no
73. Tries to get the better of me
74. Complains that I don’t pay her 
enough attention
75. Willing to let me help her when she 
is in difficulties
76. Does not want to spend much time 
with me
77. Makes it difficult for me to do the 
things I like to do
78. Has a dread of being rejected by me
79. Able to take charge of things when I 
need her to
80. Seems to feel I need to be looked 
after by her
81. Finds it hard to allow me to have 
time away from her
82. Will put up with a lot rather than 
complain
83. Tends to be afraid that she has 
offended me
84. Can be relied upon to make sensible 
decisions
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85. Tries to control who I go out with
86. Feels she has not much to offer me
87. Does not easily show me her 
feelings
88. Does not let me have time to myself
89. Whenever she wants to talk I have 
to be ready to talk
90. Seems to believe she knows me 
better than I know myself
91. Expects me to do everything she 
says
92. Doesn’t give me the chance to think 
things out for myself
93. Reluctant to answer me back
94. Dislikes spending time on her own
95. Needs me to tell her what to do
96. Afraid to upset or annoy me
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US (m for man and w for woman) 
OURSELVES AS A COUPLE
PLEASE READ THIS BEFORE YOU START
The statements listed here are the sort of thing that couples sometimes 
say about themselves. Because partners do not always say the same thing 
it is important that you should each have a questionnaire of your own.
Please read each statement carefully and indicate, by ticking the appropriate 
column, whether, generally speaking, you think that it applies to you as a couple.
Try to be completely frank and honest about the relationship. Avoid 
answering the way you would like others to think o f you, rather than the way 
you really are.
Please go somewhere quiet by yourself to fill this in. Do not consult each 
other about how you should answer. Once you have finished, place it in the 
envelope and seal it up. After that, the two of you are free to discuss it if  
you wish
Please make sure that you have put a tick against every statement.
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TRU E FA LSE
1. We are good friends
2. We find ourselves avoiding each other
3. We help eachother out of difficulties
4. We don’t have very much in common
5. When we have a problem we sit down 
and sort it out together
6. We seem to be drifting apart
7. There is a lot of give and take in our 
relationship
8. We can’t talk for long without starting 
to argue
9. If we have a row it is quickly over and 
there are no hard feelings afterwards
10. The fun has gone out of our 
relationship
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TR U E FA LSE
11. We are usually able to see each other’s 
point of view
12. We rub each other up the wrong way
13. We are quite open with each other
14. We don’t enjoy each other’s company
15. When we each want different things, 
we compromise
16. We don’t have much to say to each 
other
17. We often find ourselves thinking the 
same thing
18. We are not good for each other
19. We are always pleased to see each 
other
20. We can’t seem to agree about anything
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APPENDIX B 
POWER CALCULATION
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Power Calculation
Using the G Power programme
Correlational design
A priori analysis:
Due to lack of research in this area, we used a medium effect size for a correlational 
design, r = 0.3
Power = 0.80
Alpha = 0.05
This indicated that we needed a sample size of 64.
(Delta = 2.52, Critical t (62) = 1.67, Actual power = 0.80)
Post hoc analysis:
I conducted a post hoc power analysis on the main results in the study: comparing voice 
relating and social relating.
N = 32 Alpha = 0.05 Delta = 1.40 Critical t(30) = 1.70
Distance Dominance Intrusiveness
Effect size = 0.24. Effect size = 0.39 Effect size = 0.06
Power =0.39 Power = 0.76 Power = 0.09
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APPENDIX C 
ETHICS APPROVAL
2 9 6
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UniS
Ethics Committee
23 January 2006
Dr M Hayward 
Department of Psychology 
School of Human Sciences
Dear Dr Hayward
An exploration of the experien ces of hearing vo ices within a relational framework 
(EC/2006/06/Psvchï -  FAST TRACK
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 23 January 2006
The list of documents reviewed and approved by the Committee under its Fast Track 
procedure is as foiiows:-
Document Type: Application 
Dated: 22/11/05  
Received: 13/01/06
Document Type: Approval Letter from the South West Surrey LREC 
Dated: 21/12/05  
Received: 13/01/06
Document Type: Copy of the NHS Application Form 
Version: 4.1 
Dated: 26/07/05  
Received: 13/01/06
Document Type: Insurance Proforma 
Received: 13/01/06
Document Type: Research Proposal 
Received: 13/01/06
Document Type: Participant Information Sheets 
Received: 13/01/06
Document Type: Consent Form 
Dated: 20/05/05  
Received: 13/01/06
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Document Type: Letter to GP 
Dated: 20/05/05 
Received: 13/01/06
Document Type: You and Others Questionnaire 
Received: 13/01/06
Document Type: The Voice Relating Interview 
Received: 13/01/06
Document Type: The Voice and You Questionnaire 
Received: 13/01/06
Document Type: BAVQ-R Questionnaire 
Received: 13/01/06
Document Type: Psychotic Symptom Rating Scales 
Received: 13/01/06
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
-reactions suffered by research participants, and if the study is terminated earlier tharr- 
expected with reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr E Sorrell, Psychology 
Ms B Parish, Psychology 
Ms V Tozer, Psychology 
Ms N Hartigan, Psychology
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Hampshire Partnership
NHS Trust
02 December 2005
Dr Mark Hayward 
Chartered Clinical Psychologist 
Psychology Dept 
University of Surrey
Guildford GU2 7XH
Dear Dr Hayward
Research Project -  WHC 599 An exploration o f the experience o f hearing v o ices within a 
relational framework
This letter provides the formal Hampshire Partnership Trust approval required for your project to 
commence. Your project is now registered on the R&D database with identification number WHC 
599. It would be helpful if you could use this number on all correspondence with the R & D Office. 
Please note that this trust approval (and your ethics approval) only applies to the current protocol.
This letter also confirms that The University of Surrey will act as Research Sponsor and will provide 
indemnity under the usual arrangements for student projects. ,
Overleaf are a list are details of information that the R & D Office will require during the period of your 
research. Any changes to the protocol can only be initiated following further approval from the ethics 
committee via a protocol amendment; the R&D office should be informed of these changes.
The conditions of this approval require you as Principal Investigator to ensure that the study is 
conducted within the Research Governance framework and I encourage you to become fully 
conversant with the Research Governance Framework (RGF) on Health and Social Care document, 
which is available from the following link:
www.dh.Qov.uk/PolicvAndGuidance/ResearchAndDevelopment/ Anv breaches of the RGF constitute 
non-compliance with the RGF and as a result Trust approval may be withdrawn and the project 
suspended until such issues are resolved.
Should you have any concerns or problems please discuss these with your supervisor as soon as  
possible. If you fee! that you require training in the RGF policies and procedures please do not 
hesitate to contact us and we would be happy to assist.
Please do not hesitate to contact us should you require any additional information or support. May I 
also take this opportunity to wish you every success with your research 
With best wishes
Yours sincerely
Helen Raphael (Mrs)
Research SDevelopment Manager 
Southampton City PCT and Hampshire Partnership Trust
An NHS T each in g  T ru s t w ith th e  U niversity  o f S o u tham p ton  
With S o u th am p to n  City PCT a n d  S o u th a m p to n  U niversity  H osp itals  T ru st 
Trust Headquarters, Maples, Horseshoe Drive, Tatchbury Mount, Calmore, Southampton SO40 2RZ
#
R esea rc h  & D evelopm ent 
1st Floor D epartm ent of Psychiatry 
Royal South Hants Hospital 
Brintons T errace 
SOUTHAMPTON 
S014 0YG
Tel: 023 8082 5054 
Fax: 023 8023 4243
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• Any changes in circumstances must be notified to the R & D Office immediately
» If there are any changes to the protocol these can only be initiated following further approval 
from the ethics committee via a protocol amendment and the R&D office should be informed of 
these changes
« The R & D  Office is informed when the study is completed or if for any reason the project does 
not begin in our area
• You are also requested to give the Trust feedback on your results
•  Please notify the R & D Office of any publications or reports resulting from this research
• You will be sent an audit form for the study annually. Alternatively you may submit the form 
that you are required to send annually to the LREC
• As part of the Research Governance Framework the R & D Manager is required to conduct on 
site visits to 30% of projects being undertaken by the Trust. You may be approached 
regarding this
• There should be a 12 week interval between studies for patients/volunteers unless exemption 
from this policy has been obtained from the Director of R&D
» All staff involved in the project are familiar with the WHC R&D policies and Procedures and the 
Research Governance Framework for Health and Social Care
• All serious adverse events are to be reported in writing to the Ethics Committee and copied to 
the R&D office within 7 days
• All staff that will be involved with NHS patients and/or have a ccess to identifiable patient data 
must have a current or honorary contract of employment with the appropriate Trust
•  All data must be collected and stored in accordance with ICH GCP and/or MRC Guidelines for 
GCP in clinical trials
•  All essential documents are to be stored according to the respective Trust data protection 
policy
Should any of your team require training in the above policies and procedures please do not hesitate 
to contact us.
300
Major Research Project
South West Surrey Local Research Ethics Committee
Education Centre 
Royal Surrey  County Hospital 
Egerton Road 
GUILDFORD 
Surrey 
GU2 7XX
Telephone: 01483 571122 x4382 
Direct Line/Fax: 01483 406898 
Email: ethics.com m ittee@ royalsurrey.nhs.uk
Our Ref: 05/Q1909/69
21 December 2005
Dr Mark Hayward 
Chartered Clinical Psychologist 
Psychology Department 
University of Surrey 
Guildford GU2 7XH
Dear Mark
An exploration of the experience of hearing voices within a relational framework
The REC gave a favourable ethical opinion to this study on 17 November 2005.
West Sussex LREC has notified us o f its decision following a re-assessment o f the site-specific 
issues. I am pleased to confirm the extension of the favourable opinion to the new site. I attach an 
updated version o f the site approval form, listing all sites with a favourable ethical opinion to 
conduct the research.
Research governance approval
You should inform the local Principal Investigator at each site o f the favourable opinion by sending 
a copy of this letter and the attached form. The research should not commence at any NHS site 
until research governance approval for each site has been confirmed.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for Research Ethics 
Committees (July 2001) and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK.
You *
JO*
Ce-olnimator
Copy to: Professor T Desombre, University o f Surrey
An advisory com m ittee  to  Surrey an d  Sussex S trateg ic H ealth  A uthority
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South West Surrey Local Research Ethics Committee
LIST OF SITES WITH A FAVOURABLE ETHICAL OPINION
For all studies requiring site-specific assessment this form is issued by the main FlEC to the Chief Investigator and sponsor with the favourable opinion letter and 
following subsequent notifications from site assessors. For issue 2 onwards, all sites with a favourable opinion are listed, adding the new sites approved.
REC reference number. 05/Q1909/69 issue number 2 Date of issue: 21 December 2005
Chief Investigator. Dr Mark Ian Hayward
Full title of study: An exploration of the experience of hearing voices within a relational framework
This study was given a favourable ethical opinion by South West Surrey Local Research Ethics Committee on 17 November 2005. The favourable opinion is 
extended to each of the sites listed below. The research may commence at each NHS site when management approval from the relevant NHS care organisation 
has been confirmed.
Principal Investigator Post Research site Site assessor Date of favourable 
opinion for this site
Notes m
Ms Barbara Parish Trainee Clinical 
Psychologist
Psychosocial 
Interventions for 
Psychosis Service 
Psychological Therapies 
Service
Adult Mental Health 
Fareham & Gosport
Isle of Wight, Portsmouth 
& South East Hampshire 
Local Research Ethics 
Committee
19/08/2005
Dr Eleanor Sorrell Trainee Clinical 
Psychologist
Rehabilitation Services 
East Sussex County 
Healthcare NHS Trust 
Amberstone 
Hellinglv
East Sussex Local 
Research Ethics 
Committee
13/10/2005
05/01909/69
Ms Victoria Tozer Trainee Clinical 
Psychologist
Sussex and Borders I West Sussex Local 
Partnership Trust Research Ethics 
I Committee
21/12/2005
Appn^
(deletej
sd ijy the Chair on behalf of the REC:
t . . | / ( S i g n a t u r e  of Chair/Co-ordinator) 
as applicable) - s '
(” The notes column may be used by the main REC to record the early closure or withdrawal of a site (where notified by the Chief Investigator or sponsor), the 
suspension of termination o f the favourable opinion for an individual site, or any other relevant development The date should be recorded.
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APPENDIX D
ADVERTISEMENT IN‘PSYCHIC WORLD’ NEWSPAPER
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APPENDIX E 
QUESTIONNAIRES USED IN STUDY
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Demographics Sheet
Client number and location for this trial, e.g. client 1 - Hampshire:
Name:
Age:
Gender:
Duration of voice hearing experience:
Name/ identity of dominant voice:
Current diagnosis (corroborated by clinical notes):
Number o f hospital admissions:
Current medication:
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r
1. How would you describe your ethnicity?
(Please choose one section from (a) to (e) then tick the appropriate box to indicate 
your cultural background).
(a) White
British □
Irish ^
Any other White background, please write in below
(b) Mixed
White and Black Caribbean □
White and Black African □
White and Asian □
Any other Mixed background, please write in below
(c) Asian or Asian British
Indian □
Pakistani □
Bangladeshi □
Any other Asian background, please write in below
(d) Black or Black British
Caribbean □
African □
Any other Black background, please write in below
(e) Chinese or Other ethnic group
Chinese □
Any other, please write in below
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The Voice Relating Interview
I  ont interested in the relationship that people develop with their voice (or voices) and 
during this interview I  will ask you a number o f different questions about your voice 
and how you relate to it
Questions about the voice
I ’d like to begin by asking you some general questions about the voice (or voices) that 
you hear:
How many voices do you hear?
How often do you hear them/it?
I f  you do have more than one voice, please try to identify a voice that you would think of 
as your main voice and answer the rest of the interview questions in terms o f this voice
How long have you heard the voice for? Has it been a constant presence or has it come 
and gone over the months/years?
Is the voice a man or a woman or are you unsure?
Do you have an idea whose voice you hear? Does it/do they have names?
Does the voice talk to you or about you?
Content
Can you tell me what kind of things your voice says to you? {record 2 or 3 specific 
examples of things said by the voice)
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Relationship to Voice
A lot ofpeople who hear voices speak about trying to make sense of their voices and 
some people do this by describing a relationship with their voice. In relationships 
people often have different roles, or take different positions e.g. one person might be 
more ‘in charge’ and make more decisions. In this part o f the interview I  would like to 
ask you some questions about how you relate to your voice:
Voice Dominance
Do you feel that your voice wants to be in control? Y/N
What makes you think this? (ask person to provide examples)
Do you think your voice thinks that it is better/cleverer than you? Y/N 
What makes you think this? (ask person to provide examples)
What would happen if you disagreed with your voice?
What would you say/would you let your voice know? 
How would your voice respond?
How would that make you feel?
How do you think your voice would feel?
Has the voice always been like this? Y/N (askperson to provide examples)
(if there have been times when the voice has been different explore why this might 
b e -  prompts -  can you tell me more about that? What do you think might have led 
to the change in your voice?)
2
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Voice Intrusiveness
How does your voice react if you try to spend time away from it? 
(ask person to provide examples)
Do you think that your voice wants to be with you at all times? Y/N 
What makes you think this? (ask person for specific examples)
Has the voice always been like this? Y/N (ask person for specific examples)
(if there have been times when the voice has been different explore why this might 
be -prompts — can you tell me more about that? What do you think might have led 
to the change in your voice?)
Hearer Dependence
How do you feel if your voice is not around?
How do you feel if your voice offers you advice/tells you what to do? 
How do you respond?
How would your voice respond?
How would that make you feel?
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Is your voice able to persuade you to change your mind? Y/N
What makes you think this? (ask person for specific examples)
Have you always been like this? Y/N (ask person for specific examples)
(If there have been times when the person’s relationship with their voice has been 
different explore why this might be — prompts — can you tell me more about that? 
what do you think might have led to the change?)
Hearer Distance
Is it important for you to have time away from your voice?
Does your voice know what your are thinking and feeling? Y/N
How do you feel about this (e.g. comfortable/uncomfortable)?
Do you ever try to keep your thoughts/feelings hidden from your voice? 
(depending on whether person answers yes or no; ask person for specific 
examples)
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Do you try to keep your voice at a distance? Y/N
What is it about your voice that makes you do this? 
How do you try to achieve this?
(ask person to provide examples)
Have you always been like this? Y/N (ask person for examples)
(If there have been times when the person’s relationship with their voice has been 
different explore why this might be -  prompts — can you tell me more about that? 
What do you think might have led to the change?)
Affect & Behaviour
How do you feel when your voice talks to you? (frightened, reassured etc)
Are there times when you hear the voice and do not feel this way?
How do you manage the feelings that listening to your voice creates -  what helps and 
what doesn’t?
5
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What do you usually do when the voice talks to you?
Is there anything you have found that makes the voice go away or seem less intense (e.g. 
T.V., talking, reading, drugs....)
Have you always had this type of relationship with your voice?
Have you ever tried to change the way that you relate to your voice?
If yes: How have you tried to achieve this? (ask person for specific examples)
Do you think that your relationship with your voice is similar to other relationships you 
have (e.g. friends/family/work colleagues)?
6
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PSYCHOTIC SYMPTOM RATING SCALES:
AUDITORY HALLUCINATIONS
Gillian Haddock 
University of Manchester, 1999
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GENERAL INSTRUCTIONS
The following structured interview is designed  to elicit specific details regarding 
different dim ensions of auditory hallucinations. When asking questions, the 
interview is designed to rate the patient's experiences over the last w eek  for the 
majority of items. There are two exceptions to this e .g . w hen asking about beliefs 
regarding cause of voices, rate the patient’s  resp on se  based on what they believe at 
the time o f the interview. Also loudness of vo ices should be rated according to the 
loudness of voices at the time of interview or the last time the patient experienced  
them.
Diagnosis: (if relevant) ............................. ........................................
Length of time experiencing voices (years) : .......... ............................ .
Hallucinations in other modalities: visual /  olfactory /  gustatory /  tactile
Name:
Age:
Sex: M /  F
2
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AUDITORY HALLUCINATIONS: SCORING CRITERIA
1. FREQUENCY
H ow often do you experience voices?  e .g . every day, all day long etc.
0. V oices not present or present le s s  than on ce  a w eek  (specify frequency if 
present)
1. V o ices occur for at least once  a week
2. V o ices occur at least o n ce  a day
3. V o ices occur at least on ce  an hour
4. V o ices  occur continuously or almost continuously i.e., stop for only a few  
seco n d s or minutes
2. DURATION
W hen you hear your v o ices, how long do they last, e .g . for a  few  secon d s, 
m inutes, hours, all day long?
0. V o ices  not present
1. V o ices  last for a few  seco n d s, fleeting vo ices
2. V o ices last for several m inutes
3. V o ices last for at least o n e  hour
4 . V o ices last for hours at a  time
3
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3. LOCATION
W hen you hear your voices, where do they sound like they’re coming 
from? -
-inside your head and/or outside your head?
-if vo ices sound like they are outside your head, w hereabouts do they 
sound like they are coming from?
0. No voices present
1. V oices sound like they are inside head only
2. V oices outside the head, but d o s e  to ears or h ead . V oices inside the 
head  may also be present.
3 V o ices sound like they are inside or c lose  to ea rs  and outside head away  
from ears
4 . V o ices sound like they are from outside the head only
4. LOUDNESS
H ow  loud are your voices?
A re they louder than your voice, about the sa m e  loudness, quieter or just 
a  whisper?
0. V o ices not present
1. Q uieter than own voice, whispers.
2. About sam e loudness a s  own voice  
3 Louder than own voice
4 . Extremely loud, shouting
4
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5 . BELIEFS RE-ORIGIN OF VOICES
W hal do you think has ca u sed  your voices?
-Are the voices caused  by factors related to yourself or solely  due to other 
peop le  or factors?
If patient expresses an external origin:
- How much do you believe that your voices are ca u sed  by
 .............  (add patient’s  contribution) on an sca le
from 0 -1 0 0  with 100  being that you are totally convinced, have no doubts 
and 0  being that it is com pletely untrue?
0. V oices not present
1. B elieves voices to be so le ly  internally generated and related to self
2 . Holds a le s s  than 50% conviction that vo ices originate from external 
c a u se s
3  Holds 50% or more conviction (but le s s  than 100%) that vo ices originate 
from external ca u ses
4 . B elieves voices are so le ly  due to external c a u se s  (100%  conviction)
6 . AMOUNT OF NEGATIVE CONTENT OF VOICES
Do your vo ices sa y  unpleasant things or negative things?
- Can you give m e so m e  exam ples o f what the vo ices sa y ?  (record 
th ese  exam ples)
- How much of the time do the v o ices sa y  th ese  types o f unpleasant or 
negative items?
0 . No unpleasant content
1. O ccasional unpleasant content
2 . Minority o f  voice content is  unpleasant or negative ( le ss  than 50%)
3 Majority o f voice content is  unpleasant or negative (50% or more)
4 . All o f  vo ice  content is unpleasant or negative
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7 . DEGREE OF NEGATIVE CONTENT
(R ate using criteria on sca le , asking patient for more detail if necessary) .
0 . Not unpleasant or negative
1 . S o m e  degree of negative content, but not personal com m ents relating to 
se lf  or family e .g . sw ear words or com m ents not directed to self, e .g . "the 
milkman's ugly"
2. Personal verbal abuse, com m ents on behaviour e .g . "shouldn't do that or 
sa y  that"
3 Personal verbal abuse relating to self-concept e .g . "you're lazy, ugly, mad, 
perverted"
4 . Personal threats to se lf e .g . threats to harm self or family, extrem e 
instructions or com m ands to harm self or others' and personal verbal 
a b u se  a s  in (3)
8 . AMOUNT OF DISTRESS
Are your vo ices distressing?
-  How much o f the time?
0 . V o ices not distressing at all
1. V o ices occasionally distressing, majority not distressing (<10%)
2. Minority of vo ices distressing (<50%)
3  Majority of vo ices distressing, minority not distressing (> 50%)
4. V o ices always distressing
6
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9. INTENSITY OF DISTRESS
W hen voices are distressing, how distressing are they?
-D o they cause you minimal, moderate, sev ere  distress?
-Are they the m ost distressing they have ever been ?
0. V o ices not distressing at all
1. V o ices slightly d istressing
2. V o ices are d istressing  to a  m o d era te  d eg ree
3 V o ices are very distressing, although subject could feel worse
4. V o ices are extremely distressing, feel the worst he/she could possibly feel
10. DISRUPTION TO LIFE CAUSED BY VOICES
H ow much disruption do the v o ices cause  to your life?
-D o the voices stop you from working or other daytime activity?
-D o they interfere with your relationships with friends and/or family?
- D o they prevent you from looking after yourself, e .g . bathing, changing 
clothes, etc?
0. N o  disruption to life, able to maintain social and family relationships (if 
present)
1. V o ices cause minimal am ount o f disruption to life e .g . interferes with 
concentration although able to maintain daytime activity and socia l and  
family relationships and be ab le to maintain independent living without 
support.
2. V o ices cause m oderate am ount o f disruption to life causing so m e  
disturbance to daytime activity and/or family or social activities. The  
patient is not in hospital although m ay live in supported accom m odation or 
receive  additional help with daily living skills.
3  V o ices cause severe  disruption to life so  that hospitalisation is usually  
n ecessa ry . The patient is  able to maintain so m e  daily activities, self-care  
and relationships whilst in hospital. The patient m ay a lso  be in supported  
accom m odation but experiencing sev ere  disruption o f life in term s o f  
activities, daily living skills and/or relationships.
7
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4 . V oices ca u se  com plete disruption o f  daily life requiring hospitalisation. 
The patient is unable to maintain any daily activities and s o tia f  
relationships. Self-care is a lso  severely  disrupted.
11. CONTROLLABILITY OF VOICES
-Do you think you have any control over when your vo ices happen?
-Can you dism iss or bring on your vo ices?
0. Subject believes they can have control over the voices and can  always 
bring on  or dism iss them at will
1. Subject believes they can have som e control over the vo ices o n  the  
majority of occasions
2. Subject believes they can have som e control over their vo ices  
approximately half o f the time
3 Subject believes they can have so m e control over their vo ices bu t only 
occasionally. The majority o f  the time the subject experiences v o ice s  
which are uncontrollable
4. Subject has no control over when the vo ices occur and cannot d ism iss or 
bring them  on at all.
8
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The Voice and You 
(VAY)
A PERSON’S ASSESSMENT OF THE RELATIONSHIP THEY HAVE WITH 
THEIR PREDOMINENT VOICE
Mark Hayward 
Psychology Department 
University of Surrey 
Guildford 
2003
322
Major Research Project
PLEASE READ THIS BEFORE YOU START
The statements listed here are the sorts of feelings and attitudes which people 
sometimes have about or towards the voices they hear. Please read each statement 
carefully and indicate, by ticking the appropriate column, the extent to which you 
think it applies to you in relation to your predominant voice.
Try to be completely frank and honest about yourself. Avoid answering the way you 
would like to be or the way you would like others to think o f you, rather than the way 
you really are.
Try as far as possible, to place your ticks in the “Nearly always true” and “Rarely 
true” columns. The two middle columns are really for if  you cannot make up your 
mind.
Please state -
Your age: .......................................
Sex: M /  F
Duration of voice hearing experience (years) ................................
Diagnosis: (if relevant) ............................ .............
Are you currently taking anti-psychotic medication? Yes /  No
m.hayward@surrey.ac.uk
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Nearly Quite often Sometimes - £ Rarely 
always true » tru e .. - y  true -^y^r1 ,true>;
1. My voice wants things done 
his/her way
disttihce
•flansSHR
4. My voice makes hurtful remarks 
to me
5 My voice does* not let" me have
6 .1 have a tendency to look up to 
my voice
8. My voice constantly reminds me 
of my failings
10.1 allow my voice to take control 
of me
12. It is easy for my voice to change 
my mind
m.hayward@surrey.ac.uk
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. Nearly 
always true
14. My voice tries to accompany me 
when I go out
15.1 feel deserted when my voice is 
notarotind v :
16.1 try to hide my feelings from 
my voice
17. My voice tries to get the better 
of me ...........  . ^
18. My voice dislikes spending time 
on his/her own
2 0 .1 do not like to get too involved 
with my voice
21 My voice makes me feel useless^ , ? # #
2 2 .1 need to have my voice around 
me a great deal
2 3 .1 don’t Ukemy voice to know .
wbat,  am thmking • .
2 4 .1 have difficulty letting go o f my 
voice
;  ■
26. My voice finds it hard to allow 
me to have time away from him/her ,Y
2 8 .1 don’t wish to spend much time 
listening to my voice
m.hayward@surrey.ac.uk
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BAVO-R
There are many people who hear voices. It would help us to find out how you are feeling 
about your voices by completing this questionnaire. Please read each statement and tick the 
box which best describes the way you have been feeling in the past week.
If you hear more than one voice, please complete the form for the voice which is dominant.
Thank you for your help.
"Name: ........ .................................................
Age. .............................. ...........................
■ m
1 My voice is punishing me for 
something I have done
2 :
3 My voice is very powerful
*
5 My voice wants to protect me
•
7 My voice is evil
9 My voice makes me do things I really 
don’t want to do
ip
1
11 My voice is helping me to develop my 
special powers or abilities«
13 My voice wants me to do bad things
-i4:r jv%vôiceîs heïfHhg"wtdaclüéÿe my 
goal in fife
-
15 My voice will harm or kill me if I 
disobey or resist h — 4
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Disagree
u - - Agree
Strongly
Agr ee ; :
16 My voice is trying to corrupt or 
destroy me
H 1 am grateful for my voice ' , ■ ■ - ,
18 My voice rules my life
&
 
it 
ill!
'!
My voice reassures me '
. 'Z Z :
20 My voice frightens me
0mm
22 My voice makes me feel down
Ws
24 My voice makes me feel calm
m
26 My voice makes me feel confident
When I hear my voice, usual!1
I tell it to leave me alone
I try and stop it29
m
I am reluctant to obey it
m  X M e« to if because I w a t i
Ï willingly follow what my voice tells 
me to do
[ seek the advice of my voice
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#
You and Others
A PERSON’S ASSESSMENT OF THEMSELVES IN RELATION TO OTHER 
PEOPLE
PLEASE READ THIS BEFORE YOU START
The statements listed here are the sorts o f  feelings and attitudes which people sometimes have about 
or towards other people. Please read each statement carefully and indicate, by ticking the 
appropriate column, the extent to which you think it applies to you in relation to other people. As 
you respond to the statements please have in mind the way you relate generally, rather than to a 
specific person, or group o f  people.
Try to be completely frank and honest about yourself. Avoid answering the way you would like to 
be or the way you would like others to think o f  you, rather than the way you really are.
Try as far as possible, to place your ticks in the “Nearly always true” and 
“Rarely true” columns. The two middle columns are really for if you cannot 
make up your mind.
Please make sure that you have not missed a page and that you have put a tick against 
every statement.
328
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Nearly 
always true
Quite 
often true
Sometimes
true
Rarely
true
1. I enjoy spending time on my own.
2. I am more a follower than a leader.
3. Other people expect me to spend too 
much o f  my time with them.
4. I don’t trust people very easily.
5. Other people boss me about a lot.
6. Other people put me down a lot.
7. Other people overpower me.
8. Other people show too much interest 
in me.
9. Other people make me feel inferior.
10. Other people crowd in on me.
11. Other people are strong and 
reliable.
12. Other people make me feel 
welcome.
1 3 .1 find it best to keep out o f  other 
people’s way.
14. Other people intrude upon my 
privacy.
15. Other people are friendly towards 
me.
1 6 .1 prefer to keep people at a safe 
distance.
17. Other people fry to take control o f  
me.
18. Other people don't allow me any 
space to be myself.
19. Other people try to get too close to 
me.
20. Other people make it hard for me to 
have an independent existence.
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Nearly 
always true
Quite 
often true
Sometimes
true
Rarely
true
21. Other people give me good advice.
22. Other people won't leave me alone.
23. It is easy for other people to change 
my mind.
24. Other people put too much pressure 
on me.
2 5 .1 appreciate it when others tell me 
what to do.
2 6 .1 find it pleasant to get away from 
people.
27. Other people try to involve me too 
much in their lives.
28. Other people try to push me around.
330
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11. Agitation
0 I am no more restless or wound up than usual.
1 I feel more restless or wound up than usual.
2 I am so restless or agitated that it’s hard to stay 
still.
3 I am so restless or agitated that I have to keep 
moving or doing something.
12. Loss of Interest
0 I have not lost interest in other people or 
activities.
1 I am less interested in other people or things 
than before.
2 I have lost most of my interest in other people 
or things.
3 It’s hard to get interested in anything.
13. Indecisiveness
0 I make decisions about as well as ever.
1 I find it more difficult to make decisions than 
usual.
2 I have much greater difficulty in making 
decisions than I used to.
3 I have trouble making any decisions.
14. Worthlessness
0 I do not feel I am worthless.
1 I don’t consider myself as worthwhile and useful
as I used to.
2 I feel more worthless as compared to other 
people.
3 I feel utterly worthless.
15. Loss of Energy
0 I have as much energy as ever.
1 I have less energy than I used to have.
2 I don’t have enough energy to do very much.
3 I don’t have enough energy to do anything.
16. Changes in Sleeping Pattern
0 I have not experienced any change in my 
sleeping pattern.
la 1 sleep somewhat more than usual.
lb I sleep somewhat less than usual.
2a I sleep a lot more than usual.
2b I sleep a lot less than usual.
3a I sleep most of the day.
3b I wake up 1-2 hours early and can’t get back
to sleep.
17. Irritability
0 I am no more irritable than usual.
1 I am more irritable than usual.
2 I am much more irritable than usual.
3 I am irritable all the time.
18. Changes in Appetite
0 I have not experienced any change in my
appetite.       ■ .
la My appetite is somewhat less than usual.
lb My appetite is somewhat greater than usual.
2a My appetite is much less than before.
2b My appetite is much greater than usual. _
3a I have no appetite at all.
3b I crave food all the time.
19. Concentration Difficulty
0 I can concentrate as well as ever.
: 1 I can’t concentrate as well as usual.
2 It’s hard to keep my mind on anything for 
very long.
3 I find I can’t concentrate on anything.
20. Tiredness or Fatigue
0 I am no more tired or fatigued than usual.
1 I get more tired or fatigued more easily than 
usual.
2 I am too tired or fatigued to do a lot of the things 
I used to do.
3 I am too tired or fatigued to do most of the 
things I used to do.
21. Loss of Interest in Sex
0 1 have not noticed any recent change in my
interest in sex.
1 I am less interested in sex than I used to be.
2 I am much less interested in sex now.
3 1 have lost interest in sex completely.
 Subtotal Page 2
NOTICE: This form is printed with both blue and black ink. If your
copy does not appear this way, it has been  photocopied in '  Subtotal Page 1
violation of copyright laws.
 Total Score
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APPENDIX F
INFORMATION SHEETS, CONSENT FORMS 
AND GP LETTERS
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Guildford
Surrey GU2 7XH, UK 
Telephone 
+44(0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
University School of
of Surrey Human
_ . S c ien ces
Department of 
Psychology
Facsimile
+44 (0)1483 689553
Participant information sheet
Study title
An exploration o f the experience of hearing voices within a relational framework 
Invitation paragraph
You are being invited to take part in a research study. Before you decide, it is 
important for you to understand why the research is being done and what it will 
involve. Please take time to read the following information carefully and discuss it 
with friends, relatives, care team and your GP if  you wish. Please ask if  there is 
anything that is not clear or if  you would like more information. Please take time to 
decide whether or not you wish to take part.
Thank you for reading this.
What is the purpose of the study?
This study is trying to find out more about people’s experience o f hearing voices. In 
particular, it is interested in the relationships that people develop with their voices. 
Are these relationships mainly positive or negative? Are they similar to the 
relationships that are developed with people in the hearer’s social network? Does the 
type of relationship influence the amount of distress that the voices cause? Do these 
relationships change over time?
This study will run from August 2005 until September 2009 
Whv have I been chosen?
We are interested in speaking with you because: 1) We understand you have heard 
voices for at least six months; and 2) a member o f the team who is involved in your 
care suggested that you might like to participate. —
in  total,"approximately 90 people will participate in the study.
T h b  Q u e e n ' s 
o v b r ia b y  P h iz e s  
2002
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Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you will 
be given this information sheet and asked to sign a consent form. If you decide to take 
part you are free to withhold any personal information or to withdraw at any time, 
without giving a reason. This will not affect the care you receive. Neither will a 
decision not to participate.
What would taking part entail?
Interview & Questionnaires
You will be asked to complete an interview about the voices that you hear and a 
maximum o f five questionnaires. This would be done over two meetings and can be 
done at a mutually convenient location. Once the interview and questionnaires have 
been completed you will be required to do nothing else.
Audio-taping
A small number o f interviews will be audio-taped and you may be asked if  you would 
mind your interview being taped. If you agree, the tape o f your interview will be 
stored in a locked cabinet and will only be listened to by one o f the other researchers; 
no one else will listen to your tape. Your name and address will not be attached to the 
tape so you will not be identifiable. You can say no to the taping and still take part in 
the study. If you decided to allow your interview to be audio-taped you would be free 
to stop the taping at any time.
Repeating the taped interview
A small number o f taped interviews will be repeated and you may be asked if  you 
would be happy to be re-interviewed at another time. If you agree to this the 
researcher will arrange to meet with you again after a period of not less than a week. 
At this meeting you would only be asked to take part in the interview, you would not 
be asked to complete the questionnaires again. If you decide that you would not want 
to be re-interviewed your participation in the research project would not be affected.
Follow-up
You will be,asked if  you are happy to be contacted again in one-year and three-years 
time. If you agree to this a researcher will contact you and ask you to complete the 
interview and questionnaires again. As before, this would be done at a mutually 
convenient location. However, if  you did not wish to meet with the researcher and 
complete the interview and questionnaires again you would be free to withdraw at any 
time, without giving a reason.
What are the advantages and disadvantages o f taking part? _____________'
There are no anticipated disadvantages of taking part in the study. However, if  you 
wanted to stop the interview or discontinue the questionnaires for any reason, you 
would be free to do so immediately.
335
Major Research Project
It is hoped that the study will contribute to a greater understanding of voices and 
improved treatment for people who hear them. If you would be interested in the 
results of the study we will be happy to share them witii you at a later date.
What if  I become distressed?
It is possible that some people may experience distress when discussing their voices. 
Before the research procedure begins the researcher will discuss this possibility with 
you and the two of you will develop a plan for how to cope with any distress that may 
arise. This will involve providing you with an opportunity to discuss it with the 
researcher in the session. It would also include considering who else would be able to 
offer you support e.g. other health care professionals, family, and friends.
Confidentiality
With regard to your GP and care team
Your care team will know that you are taking part in the study. We will also ask you 
for permission to inform your GP. The researcher will have no other contact with 
your care team or GP, with one exception: if  you say something that leads the 
researcher to believe that the safety o f yourself or someone else is at risk, this 
information will need to be passed on. Before doing so, the researcher will speak with 
you about how to do this.
With regard to writing about the research project
All the information collected during the study will be kept strictly confidential. It will 
be coded and have your name and address removed so that you cannot be recognised 
from it  The study has been checked to ensure it complies with data protection laws.
What will happen to the results o f the study?
The results o f part of this study will be written-up by September 2006, and submitted 
to the course being undertaken by three of the researchers at the University o f Surrey. 
The results o f another part of the study will be written-up by September 2007, and 
submitted to the course being undertaken by another one of the researchers at the 
University o f Surrey. You could receive feedback on the results o f the study if  you 
would like i t  An article about the study will be written collaboratively by all the 
researchers and attempts will be made to publish it in a national psychology journal. 
No participant will be identified in any part o f the write-up or article.
Who has reviewed the study?
This study has been reviewed by South West Surrey Local Research Ethics 
Committee which raised no objection to it, and by the Research and Development 
department witlriffyourlocalKHS Trasi; ~ ™
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Contact for further information
If you have any questions or concerns about this study, you should discuss them with 
the researcher leading the study:
Dr. Mark Hayward 
Clinical Psychologist 
C/o Department o f Psychology 
University o f Surrey 
Guildford GU2 7XH
Tel: 01483 689441
If you have any complaints about your participation in this research, in the first 
instance please contact the Chief Investigator, Dr Mark Hayward. The normal 
National Health Service complaints mechanisms should also be available to you. You 
may wish to seek advice from the Patient Advice and Liaison Service:
Patient Advice and Liaison Service (PALS)
FREEPOST 
NATW751 
Eastleigh 
SO50 6DE
Tel: 023 8061 2235 
Email: PALS@hantspt.nhs.uk
In the unlikely event o f you suffering significant and enduring harm as a result of 
your participation in this research, the University of Surrey (as sponsor of the 
research) holds no-fault insurance cover which is intended to provide compensation to 
participants, regardless o f liability. The University o f Surrey also has public liability 
insurance, which covers public liability claims.
If you decide to participate in the study you will be given a copy of this information 
sheet and a signed consent form to keep.
11th November 2005 
Version 4
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i
Guildford
Surrey GU2 7XH, UK 
Telephone 
+44(0)1483300800 
Facsimile
+44(0)1483 300803 
www.surrey.ac.uk
University School of
of Surrey Human
S cien ces
Department of 
Psychology
facsimile
+44 (0)1483 689553
Participant information sheet
(participants from non clinical sample)
Study title
An exploration of the experience of hearing voices within a relational framework 
Invitation paragraph
You are being invited to take part in a research study. Before you decide, it is 
important for you to understand why the research is being done and what it will 
involve. Please take time to read the following information carefully and discuss it 
with friends, relatives, and your GP if  you wish. Please ask if there is anything that is 
not clear or if  you would like more information. Please take time to decide whether or 
not you wish to take part.
Thank you for reading this.
What is the purpose o f the study?
This study is trying to find out more about people’s experience of hearing voices. In 
particular, it is interested in the relationships that people develop with their voices. 
Are these relationships mainly positive or negative? Are they similar to the 
relationships that are developed with people in the hearer’s social network? Does the 
type of relationship influence the amount o f distress that the voices cause? Do these 
relationships change over time?
This study will run from August 2005 until September 2009
T h e  Q u een ’s  
A n n j v e s j a i it  P r iz e s
2*02
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Why have I been chosen?
We are interested in speaking with you because we understand you have heard voices 
for at least six months.
In total, approximately 90 people will participate in the study.
Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you will 
be given this information sheet and asked to sign a consent form. If you decide to take 
part you are free to withhold any personal information or to withdraw at any time, 
without giving a reason.
What would taking part entail?
Interview & Questionnaires
You will be asked to complete an interview about the voices that you hear and a 
maximum of five questionnaires. This would be done over two meetings and can be 
done at a mutually convenient location. Once the interview and questionnaires have 
been completed you will be required to do nothing else.
Audio-taping
A small number of interviews will be audio-taped and you may be asked if you would 
mind your interview being taped. If you agree, the tape of your interview will be 
stored in a locked cabinet and will only be listened to by one of the other researchers; 
no one else will listen to your tape. Your name and address will not be attached to the 
tape so you will not be identifiable. You can say no to the taping and still take part in 
the study. If you decided to allow your interview to be audio-taped you would be free 
to stop tiie taping at any time.
Repeating the taped interview
A small number of taped interviews will be repeated and you may be asked if you 
would be happy to be re-interviewed at another time. If you agree to this the 
researcher will arrange to meet with you again after a period of not less than a week. 
At this meeting you would only be asked to take part in the interview, you would not 
be asked to complete the questionnaires again. If you decide that you would not want 
to be re-interviewed your participation in the research project would not be affected.
Follow-up
You will be asked if you are happy to be contacted again in one-year and three-years 
time. If you agree to this a researcher will contact you and ask you to complete the 
interview and questionnaires again. As before, this would be done at a mutually 
convenient location. However, if you did not wish to meet with the researcher and 
complete the interview and questionnaires again you would be free to withdraw at any 
time, without giving a reason.
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What are the advantages and disadvantages of taking part?
There are no anticipated disadvantages of taking part in the study. However, if  you 
wanted to stop the interview or discontinue the questionnaires for any reason, you 
would be free to do so immediately.
It is hoped that the study will contribute to a greater understanding o f voices and 
improved treatment for people who hear them. If you would be interested in the 
results of the study we will be happy to share them with you at a later date.
What if I become distressed?
It is possible that some people may experience distress when discussing their voices. 
Before the research procedure begins die researcher will discuss this possibility with 
you and the two o f you will develop a plan for how to cope with any distress that may 
arise. This will involve providing you with an opportunity to discuss it with the 
researcher in the session. It would also include considering who else would be able to 
offer you support e.g. other health care professionals, family, and friends.
Confidentiality
With regard to your GP
Your GP will not be informed that you are taking part in the study, unless you request 
that they are contacted. The researcher will have no contact with your GP, with one 
exception: if  you say something that leads the researcher to believe that the safety of 
yourself or someone else is at risk, this information will need to be passed on. Before 
doing so, the researcher will speak with you about how to do this.
With regard to writing about the research project
All the information collected during the study will be kept strictly confidential. It will 
be coded and have your name and address removed so that you cannot be recognised 
from it. The study has been checked to ensure it complies with data protection laws.
What will happen to the results of the study?
The results o f part of this study will be written-up by September 2006, and submitted 
to the course being undertaken by three of the researchers at the University o f Surrey. 
The results of another part o f the study will be written-up by September 2007, and 
submitted to the course being undertaken by another one of the researchers at the 
University o f Surrey. You could receive feedback on the results of the study if  you 
would like it. An article about the study will be written collaboratively by all the 
researchers and attempts will be made to publish it in a national psychology journal. 
No participant will be identified in any part of the write-up or article.
Who has reviewed the study?
This study has been reviewed by South West Surrey Local Research Ethics 
Committee which raised no objection to it.
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4
Contact for further information
If you have any questions or concerns about this study, you should discuss them with 
the researcher leading the study:
Dr. Mark Hayward 
Clinical Psychologist 
C/o Department of Psychology 
University o f Surrey 
Guildford GU2 7XH
Tel: 01483 689441
If you have any complaints about your participation in this research, in the first 
instance please contact the Chief Investigator, Dr Mark Hayward.
In the unlikely event of you suffering significant and enduring harm as a result o f  
your participation in this research, the University of Surrey (as sponsor o f the 
research) holds no-fault insurance cover which is intended to provide compensation to 
participants, regardless o f liability. The University of Surrey also has public liability 
insurance, which covers public liability claims.
If you decide to participate in the study you will be given a copy o f this information 
sheet and a signed consent form to keep.
11th November 2005 
Version 4
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T h b  Q u e e n ' s 
A n n iv e r sa r y  P r iz e s
s
Centre number:
Participant Identification Number:
CONSENT FORM
University 
of Surrey
Guildford
Surrey GU2 7XH.UK 
Telephone
+44(0)1483 300800 
Facsimile
+44(0)1483 300803 
www.surrey.ac.uk
School of
Human
S cien ces
Department of 
Psychology
Facsimile
+44 (0)1483 689553
Title of Project: An exploration of the experience o f hearing voices 
within a relational framework
Name of Researcher:
1 I confirm that I have read and understand the information sheet dated 11th 
November 2005 (version 4) for the above study and have had the opportunity to 
ask questions.
2 I understand that my participation is voluntary and that I am free to withhold 
personal information or to withdraw at any time, without giving any reason, and 
without my medical care or legal rights being affected.
Please initial 
box 
□
□
3 I give permission for my interview to be audio-taped. □
Name o f narticinant Date Signature
Name o f person taking consent 
(if different from researcher)
Date Signature
Researcher Date Signature
1 for participant; 1 for researcher.
20/05/05 -  version 1
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T h e  Q u e e n ' s 
A nntvulsajly  P x iz b s
S
Centre number:
Participant Identification Number:
CONSENT FORM
Title of Project: An exploration of the experience o f hearinj ;
voices within a relational framework
Name of Researcher:
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44(0)1483 300803  
www.surrey.ac.uk
School of
Human
S cien ces
Department of 
Psychology
Facsimile
+44 (0)1483 689553
1 I confirm that I have read and understand the information sheet dated 11 
November 2005 (version 4) for the above study and have had the opportunity to 
ask questions.
2 I understand that my participation is voluntary and that I am free to withhold 
personal information or to withdraw at any time, without giving any reason, and 
without my medical care or legal rights being affected.
3 I understand that sections of any of my medical notes may be looked at by 
responsible individuals from Hampshire Partnership NHS Trust where it is 
relevant to my taking part in research. I give permission for these individuals to 
have access to my records.
I give permission for my GP Dr 
my participation in this study.
5 I give permission for my interview to be audio-taped.
to receive details of
Researcher Date Signature
1 for participant; 1 for researcher; 1 to be kept with care team notes
20/05/05 -  version 1
Please initia 
box 
□
□
Name o f narticinant Date Signature
Name o f person taking consent 
(if different from researcher)
Date Signature
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Hampshire Partnership î f t l
NHS T rust
C om m unity H ealth  Services
O sbom  C en tre  
O sborn Road
Fareham  
H am pshire 
P 016 7ES
Tel: 01329 288331 
Fax: 01329 825519/228455
GP’s name 
Address
Date
Dear (name of GP)
Re: (Participant’s name, date of birth & address)
With the approval of (relevant LREC), I am conducting a study that is examining 
interpersonal processes in auditory hallucinations (‘voices’). Specifically, the study 
will be exploring the relationships that people develop with the voices they hear and 
whether the type of relationship influences the amount o f distress caused by the 
voices. It will also examine whether the relationships people develop with their 
voices are similar to other relationships within their social world.
(Name of participant) has consented to take part in the study which will involve a 
semi-structured interview and the completion o f a maximum of five questionnaires.
The patient’s Consultant Psychiatrist is aware and in agreement with their decision to 
participate.
Should you have questions or concerns relating to the study or this patient’s 
participation, please do not hesitate to contact me at the above address.
Yours sincerely
[researcher name]
An NHS Teaching Trust w ith  th e  U niversity o f  S o u tham p ton
Trust H eadquarters, Maples, Horseshoe Drive, Tatchbury M ount, Calmore, Southam pton 5040 2RZ
WHF0109 04/04
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APPENDIX G 
CORRELATIONAL ANALYSIS
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Correlational analysis between beliefs about voices and depression and voice 
relating and social relating
Voice relating and beliefs about voices in the clinical sample
Table p) shows the correlations between beliefs about voices and voice dominance in the 
clinical sample.
Table p). Correlations between beliefs about voices and voice dominance in the clinical
sample
Beliefs about voices (BAVQR)
VAY Malevolence Benevolence Omnipotence
Voice dominance 0.68** -0.44* 0.77**
* p<0.5, **p<0.01
A Pearson’s Test was used with the transformed variables of voice dominance and 
omnipotence and found a significant positive correlation between the two variables (r 
(32) = 0.77, p = 0.00). The malevolence and benevolence data did not meet criteria for 
normality and could not be transformed and so non parametric tests were used. A 
Kendall’s tau found a significant negative correlation between voice dominance and 
benevolence (r (32) = -0.44, p = 0.00) and a positive significant correlation between voice 
dominance and omnipotence (r (32) = 0.77, p = 0.00). All three types o f beliefs about 
voices were associated with voice dominance in the clinical sample.
Social relating and beliefs about voices in the clinical sample
Table q) shows the correlations between the dominance on the YAO and beliefs about 
voices in the clinical sample.
Table q) Correlations between beliefs about voices and other dominance in the clinical
sample
Beliefs about voices (BAVQR)
YAO Malevolence Benevolence Omnipotence
Other dominance 0.08 0.02 0.43*
* p<0.5,
The malevolence and benevolence data did not meet criteria for normality and could not 
be transformed and so non parametric tests were used. A Kendall’s tau found that there
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was no correlation between other dominance and malevolence (r (32) =  0.08, p >0.05) 
and other dominance and benevolence (r (32) = 0.02, p >0.05). A Pearson’s Test found a 
significant positive correlation between other dominance and omnipotence (r (32) = 0.43, 
p = 0.02). Therefore malevolence and benevolence were not associated with other 
dominance in the clinical sample, but omnipotence was.
Voice relating and depression in the clinical sample
A Pearson’s Test was conducted on transformed variables of voice dominance and 
depression and a significant positive correlation was found (r (32) = 0.50, p = 0.00).
Social relating and depression in the clinical sample
A Pearson’s Test was conducted on transformed variables of other dominance and 
depression and no correlation was found (r (32) = 0.19, p >0.05).
Voice relating and beliefs about voices in the non clinical sample
Kendall’s tau was used because the data were not normal, the small sample size and large 
number of tied ranks. Table r) shows the correlations between the three types of beliefs 
about voices and hearer distance and voice dominance in the non clinical sample.
Table f). Correlations between beliefs about voices and voice relating in the non clinical
sample
Beliefs about voices (BAVQR)
VAY Malevolence Benevolence Omnipotence
Hearer distance 0.52* -0.23 0.34
Voice dominance 0.55** -0.29 0.25
* p<0.5, **p<0.01
Significant correlations were found between hearer distance and malevolence (r (18) = 
0.52, p = 0.01) and voice dominance and malevolence (r (18) = 0.55, p = 0.00).
Social relating and beliefs about voices in the non clinical sample
Table s) shows the correlations between beliefs about voices and self distance and other 
dominance in the non clinical sample.
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Table s i  Correlations between beliefs about voices and social relating in the non clinical
sample
Beliefs about voices (BAVQR)
YAO Malevolence Benevolence Omnipotence
Self distance 0.28 -0.19 0.68**
Other dominance 0.33 -0.24 0.41
**p<0.01
A Pearson’s test found a significant positive correlation between self distance and 
omnipotence (r (18) = 0.68, p = 0.00). Table s) shows that this was the only significant 
association found.
Voice relating and depression in the non clinical sample
Table t) shows the correlations between depression and voice relating in the non clinical 
sample.
Table t) Correlations between depression and voice relating in the non clinical sample
VAY Depression
Hearer distance 0.51**
Voice dominance 0.18
**p<0.01
Kendall’s tau was used on the data, since the depression variable was not normal and 
could not be transformed. A Kendall’s tau found a significant positive correlation 
between hearer distance and depression (r (18) = 0.51, p = 0.01) and no correlation 
between other dominance and depression (r (18) = 0.18, p >0.05).
Social relating and depression in the non clinical sample
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Table u) Correlations between depression and social relating in the non clinical sample
YAO Depression
Self distance 0.54**
Other dominance 0.55**
Table u) shows that a Kendall’s tau found a significant positive correlation between self 
distance and depression (r (18) = 0.54, p = 0.00) and other dominance and depression (r 
(18) = 0.55, p = 0.00).
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